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iance of Nur -Midwives and Maternit and Neonatal Nurses 
of Newfoundland and Labrador 
(A Special Interest Group of the ARNN) 
Newsletter No. 11 (new issue) - June 1994 
1994 - The International Year of the Family 
1994 - The International Year of the Midwife 
The Alliance Newsletter is aimed at keeping members up to-date 
with the news and the minutes are summarised of the meetings held 
since the last Newsletter. In May there was the first Canadian 
National Midwifery Conference and a summary of the evaluations, and 
reports from the presentations, are included. The Conference 
Calendar is ongoing so if you know of any conferences/workshops 
which would be of interest to members please send in the 
information. Included in this Newsletter is information about some 
Publications and videos films. As promised in the last Newsletter, 
this one includes a list of Films available in the Health Sciences 
Library and from the Public Health Department. If hospitals have 
films which members may view please can they send a list so that 
they can be included in a subsequent Newsletter. A reminder that in 
the last Newsletter there were lists of relevant journals available 
at various libraries, and members were requested to advise if there 
were any at their agency which were not included or any other 
changes which need to be made to the lists. For the next Newsletter 
send me a list of books which you have found to be useful. 
RAVE YOU PAID YOUR 1994 MEMBERSHIP FEE? 
This will be the last Newsletter for the people who have not 
paid their membership fee for this year. A membership form is 
included at the end of the Newsletter. 
I hope that you all have a good summer. Remember to make a 
note of anything that you think will interest readers and send to 
me by the beginning of August for the next Newsletter. It would be 
nice to have a Newsletter focused on Neonatal Nursing. Articles 
about the fetusjneonatejinfant, original writings, reviews, poems, 
notes on equipment, changes in care, etc. would all be acceptable. 
Mothers, what about your own experiences? Thank you to those who 
provided information for this Newsletter. 
The first meeting of the winter is usually held in September, 
and is usually a pot-luck supper. Any offers to accommodate this? 
Pearl Herbert, Editor, 
cjo School of Nursing, Memorial University of Newfoundland, 
St. John's, NF, AlB 3V6 . (phone: 737-6755; Fax: 737=7037) 
Alliance Meeting, June 5 1 1994 1 at the Radisson Hotel, St. 
John's, 7 pm, following registration for the ARNN conference. 
Contact: cathy Wyse, 368-3957/778-6370, for further 
information. 
Annual General Meetinq - Executive positions need to be 
reconfi rmed, Pall workshop?, other business. 
Alliance Executive 
President: Cathy Wyse 
Treasurer: Clare Bessell 
Publicity: Janet Murphy-Goodridge 
Secretary: Karene Tweedie 
Newsletter: Pearl Herbert 
Librarian: Bernardine Moyles 
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Meetings (A summary of the Minutes) 
An Alliance meeting was held at Janet Murphy-Goodridge's house 
on April 20th. Pearl Herbert reported on the plans for the National 
Midwifery Conference. 
Cathy Wyse reported that she had received one application for the 
annual $500 awarded by the Alliance, to a member in good standing, 
towards the cost of travelling to a conference. This application 
will be assessed. 
Cathy Wyse, Bernardine Moyles, Pearl Herbert, and Flo Downey, had 
met on April 19th to prepare a response to the ARNN draft of the 
"Scope of Nursing Practice". 
Cathy Wyse is requesting space at the ARNN annual conference for 
the Annual Meeting of the Alliance and for the Alliance poster 
display. 
cathy Wyse advised that the SAGGH was starting "Nursing Rounds" on 
May 2nd, and the first one would be a report on the research 
project using misoprostol for the induction of labour. 
A Midwives Association meeting was held at Sharon Ransom's 
house on April 14th. Four members attended. The main reason for the 
meeting was the organization of the National Midwifery Conference. 
Four registrations had been received. Pearl had sent conference 
notices to hospitals, public health nursing directors, 
associations, Labrador Inuit Association, Innu Nation, Conne River 
Band, and advertisements to free newspaper community bulletins. 
Book companies were offering prizes. A rough draft of the 
presenters and their topics was circulated. Tasks were then 
delegated to the members (present and absent). 
A copy of the SOGC's statement on "Fetal Health Surveillance in 
Labour" had been received for review and comments. (CCM had 
requested that it be sent to all Midwives Associations). The 
members present agreed on the responses to be submitted. 
Pearl Herbert will be representing CCM, at the Expert Working Group 
for Promotion of Breastfeeding at their next meeting in June; and 
at the canadian Paediatric Society's committee meeting on alcohol 
and pregnancy in July. 
Karene Tweedie said that she had been advised that last Fall the 
midwives did not respond to a request to provide input into the 
SAGGH's strategic plan for obstetrical care; but we had not 
received this request. Pearl and Karene would endeavour to find out 
more information. 
The next meeting was arranged for May 4, at 4.30 pm, in Pearl's 
office, to fill the bags for the conference participants. 
On May 4th, six members attended and the bags were quickly filled 
with items that the members had been collecting over the previous 
three weeks. The name tags were prepared. 
A Midwives' Association meeting was held on May 16 at Karene 
Tweedie's house. There were five members present. Pearl Herbert 
reported on the National Midwifery Conference. Forty people had 
registered. The evaluations of the conference were positive. 
Sharon Ransom had offered her house for a lobster boil which was 
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much appreciated by all who attended. Thank you to all those who 
helped with the conference, and to those who billeted represent-
atives. 
Sharon Ransom (CCM Treasurer) reported that all the conference 
registration fees had been received. The buffet lunch bill had been 
paid but other accounts had not yet been received. 
Business arising from the last meeting: There had now been a verbal 
request received from Susan Pereria, Assistant to the Executive 
Director at the SAGGH, for the Midwives Association to submit 
recommendations regarding the future of midwives at that hospital. 
It had been ascertained that the original letter had gone to Kay 
Matthews' old address which she left more than two years ago. This 
request was discussed and Robyn Beaudry and Karen Olsson 
volunteered to write the reply. (It was mailed May 19th). 
The Constitution and _By-laws were discussed and it was decided to 
have a category for "associate member". Members can then agree if 
these should be accepted. (We do need a Constitution and By-laws as 
these are supposed to be submitted when becoming a member 
association of the CCM). 
We then watched the video film "Midwifery and the Law" and agreed 
that this contains relevant information for midwives where 
midwifery is not legalized. 
1994 National Midwifery conference - "Midwives Today•• 
In this International Year of the Midwife the first Canadian 
National Midwifery Conference was held at the Health Sciences 
Centre in St. John's, Newfoundland. (Although there had been two 
international midwifery conferences, both in B.C., a national 
invitational workshop in Ontario, and provincial conferences, there 
had never been a Canadian national midwifery conference). This 
National Midwifery Conference was co-sponsored by the Canadian 
Confederation of Midwives (CCM) and the Newfoundland and Labrador 
Midwives Association and was held on May 6 and 7, 1994, to coincide 
with the CCM annual general meeting. 
on the first day, after a welcome from Marianne Lamb, Director 
of the School of Nursing, Memorial University of Newfoundland 
(where the conference was located), the film produced by the 
Michener Institute and the Association of Ontario Midwives showing 
the role of midwives today, was shown. 
To accommodate the number of papers to be presented at this 
one and a half day conference, and to help participants compare and 
contrast presentations, it was divided into sections with a 
question time at the end of each section. The first section 
Midwives Yesterday and Midwives Today - Legislation was chaired by 
Robyn Beaudry. (Abstracts are indented). 
Ruth Graham, a nursing consultant with the Newfoundland 
Department of Health, spoke on "Developing Midwifery Policy for 
Newfoundland". She illustrated her presentation with overhead 
transparencies which showed the certificate which was given to 
midwives after the 1920 Midwives Act was passed, and a page from 
the list of rules which the midwives had to follow. 
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For many years, lay midwives in Newfoundland provided care in 
isolated areas of the province. At present nurse midwives are 
employed in the Northern region in St. Anthony and Goose Bay. 
Recently, other hospitals have expressed an interest in 
employing nurse midwives. In 1991, the Provincial Perinatal 
Advisory Committee recommended that the Department of Health 
should conduct a feasibility study of the provision of 
midwifery throughout the province. 
In February 1993, the provincial Department of Health 
established a Provincial Advisory Committee on Midwifery to 
review the issue of midwifery and recommend the direction the 
province should take. The committee, co-chaired by the 
Department of Health and the Provincial perinatal Advisory 
Committee has a mandate to review the issue of midwifery and 
to make recommendations to the Deputy Minister of health. The 
committee membership represents a variety of interests: 
consumers, advocacy groups, child birth educators, nurses, 
midwives and doctors. 
As each province is unique and is responsible for the 
provision of health care, the process of determining the 
appropriate care for each province has been different. This 
presentation will focus on the process of finding a made-in-
Newfoundland solution, which will reflect the history of the 
province, and its current needs. The process used by the 
committee to determine the future role of midwives in the 
province will be described. 
The committee developed a discussion paper to give individuals 
and organizations background information on midwifery, and to 
provide a series of questions to guide respondents in their 
submissions to the committee. Over 100 replies were received 
from organizations, professional associations, health 
professionals and consumers. 
An independent person was hired to analyze these responses. Ruth 
used an overhead transparency to show that for the responses 36.5% 
came from organizations and other sources, 25% from medicine, 22.5% 
from nurses, 12.5% from midwives, and the connections of 3.5% were 
unknown. Other information regarding midwives preparation and 
suggested place of practice were also shown. 
Eileen MacKenzie from Saskatoon spoke on the "History of 
Midwifery and the Present Position in Saskatchewan". There have 
always been some midwives in this province. Some came with the 
original settlers and others lived here; Annie Johnson, a 92 year 
old Cree from Stanley Mission was given the order of Saskatchewan 
two years ago. She had delivered 400 babies without losing a single 
mother and baby. She was the first woman to be honoured as a 
midwife in Saskatchewan. In the 1960's Denny Clem, a British 
midwife delivered babies at home and gave medical students classes 
in post-partum care. In 1987 a few midwives formed the Midwives 
Association of Saskatchewan. 
The Midwives Association and the consumer group, Friends of 
the Midwives, have banded together over the last year to make 
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presentations to government and caucus community clinics and health 
boards. The Saskatoon group met with caucus members who were very 
supportive but urged them to educate the public while waiting to 
get a proposal on the Legislative floor. A midwifery advisory 
committee is being formed but the chairperson has not been 
appointed yet. Midwifery education is to include breastfeeding as 
part of the curriculum. 
With the support of the obstetricians a pilot project has been 
proposed for Regina General Hospital. A growing number of GPs in 
Regina have been dropping out of obstetrics, leaving obstetricians 
to deliver their normal births. These specialists are now looking 
to midwives to pick up the slack and the College is consequently 
much more supportive. 
In Prince Albert Betty McConnell held a very successful 2 day 
workshop on labour support attended by 18 First Nations women. The 
st. Paul's co-ordinator has applied for a federal grant to train 
Aboriginal labour supporters. There is poor communication on the 
reserves and no early discharge programs available to them. 
Alison Rice from Vancouver spoke on the "Progress with 
Legislation in British Columbia". Legislation was announced in May 
1993, and the Midwifery Implementation Advisory Committee (MIAC) 
was appointed by the Minister in July 1993. An outline of the 
"Implementation Plan for Midwifery" is shown in the first issue of 
the Newsletter of the Midwives Association of British Columbia. 
(For more details of this Newsletter see Publications section) • The 
government is already five months behind with the implementation 
schedule. 
The MIAC mandate is to advise Government on a number of 
matters, including: 
midwives regulations under the Health professions Act; 
procedures and protocols respecting the delivery of services 
in hospitals and birthing centres; consequential legislative 
amendments necessary to integrate midwifery services into the 
health care system of British Columbia; a home birth 
demonstration project; provision for Aboriginal midwifery; the 
adequacy of supply of qualified midwives and the need for in-
province midwifery education programmes. 
The regulations deal with the designation of midwifery as a health 
profession, a reserved title for registration of the College of 
Midwives, a scope of practice, controlled acts and limitations on 
practice. Given the training and qualifications of midwives, the 
Health Professions Council was of the opinion that physician 
supervision was not warranted. Midwives be limited to dealing only 
with the normal pregnancies of health women. The Council 
recommended that midwives advise their clients to consult a 
physician for a medical examination during the first trimester of 
pregnancy but this is not a requirement. It is anticipated that the 
standards of practice of the College of Midwives will include 
detailed protocols regarding consultations and referrals to other 
practitioners. 
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An education sub-committee of the MIAC is currently 
considering midwifery education programs, including direct entry 
programs and bridging programs for existing health practitioners. 
Women will be able to choose to have midwife-assisted births 
in hospitals, birthing centres, and eventually, at home. A Home 
Birth Demonstration Project is currently in the planning stages 
Midwifery will be a self-regulating profession. A College of 
Midwives will have the responsibility for and authority to make by-
laws. The College will be established by regulations made under the 
Health Professions Act. Cabinet approved, in principle, the 
designation of midwifery as a self-governing profession, and will 
consider the draft regulations necessary to establish the College 
late this Spring. Following enactment of the regulations the 
Minister of Health will appoint an initial College board which will 
have responsibility for drafting the College by-laws. 
The Aboriginal Health Policy Branch of the Ministry of Health 
initiated a consultation process on the regulation of Aboriginal 
midwifery. 
How midwifery will be funded has not yet been decided. 
Liability insurance may be provided through the employer, as is the 
case with hospital employees, or through private insurance. A 
brokerage firm, providing liability insurance for midwives in 
Ontario, has indicated its interest in providing coverage in other 
Provinces licensing midwives 
At present the practice of midwifery by anyone other than 
physicians and the staff of the Midwifery Program at B.C. Women's 
Hospital and Health Care Centre remains illegal. Since March 1994, 
when the S.A. Grace Hospital changed to the B.C. Women's Hospital 
and Health Care Centre (see the S.A. War Cry, April 16, for the 
reasons why the change occurred), midwives have been hired as 
midwives, instead of as nurses, and can now provide continuity of 
care. 
Sandra Botting from Calgary presented the "Current Position of 
Midwifery in Alberta". Legislation was announced in 1992. Midwifery 
is recognized as a health profession which provides women with 
another choice for health care. The government-appointed Midwifery 
Regulation Advisory Committee has completed the first draft of 
Midwifery Standards of Competency and Practice and the regulations 
that will govern midwifery in Alberta. (See Publications for a copy 
of this draft]. The draft has been circulated amongst various 
stakeholder groups and responses will be taken into consideration 
before making the final draft. It is expected that midwifery 
regulations could be legislated this fall and that a registration 
program for midwives would be established in early 1995. 
Some highlights from the draft: 
1. Midwives will be autonomous, primary health care providers, 
providing continuity of care throughout the childbearing cycle 
in all settings, including the home. 
2. Midwives will be able to apply for hospital admitting 
privileges, and be able to order, perform and interpret 
laboratory tests. 
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3. Midwives will be able to administer and prescribe certain 
drugs as described in the document. 
4. Guidelines for medical consultation for pregnancy, labour, 
birth, postpartum, newborns and home births have been clearly 
outlined. 
5. General and specific competencies for midwives have been 
outlines. 
6. A philosophical basis and fundamental principles have been 
outlined that define the midwifery model of practice, e.g. 
informed consumer choice, continuity of care, choice of 
primary health care provider, collaborative care, choice of 
birth setting, accountability and evaluation of practice, and 
research on effectiveness of midwifery care. 
The funding of the Foothills Hospital midwifery project ends in 
August. Further information regarding the project can be obtained 
from Sheila Harvey, Foothills Hospital, Calgary. 
Patricia McNiven from Hamilton spoke on "The New Midwifery 
Legislation in Ontario". The licensure of midwives came into effect 
on January 1, 1994. At present there is nothing in place to assess 
the registration of midwives transferring from other provinces. 
(From Elana Johnson's Association of Ontario Midwives' Report] 
Since January full funding has been in place for midwifery care. 
The actual principles, guidelines and mechanisms for the 
dissemination of that funding has been a work intensive process 
involving the A.O.M. Funding Committee, the newly formed Lebel 
Midwifery Care Organization (L.M.C.O), and ministry of health 
representatives. The L.M.c.o. is a transfer payment organization 
developed by the Ministry of Health to flow the funding to 
midwifery practices. Its membership is predominantly taken from the 
consumer Midwifery Task Force of Ontario. It is hoped that this 
will help to maintain the principles of the model of midwifery care 
that have been established. 
The College of Midwives of Ontario has been focused on the 
registration of eligible candidates from the Michener graduates, 
and professional and interprofessional issues with regard to the 
standards of midwifery practice. One of the responsibilities of the 
College of Midwives is to undertake a prior learning assessment for 
those with credentials from outside the Ontario jurisdiction. This 
process is currently under development. 
Individual midwifery practices have been feeling the strain 
that integration and legislation brings in terms of working out 
their budgets with the L.M.c.o., finding office space and learning 
the "paperwork" process of reports. Although many midwives in the 
province have admitting privileges or are in the process of 
obtaining them, some communities are less eager to grant midwives 
privileges therefore creating a need for further work towards 
obtaining them. 
Recently those midwives accepted as preceptors with the 
academic programme went through a training programme to ready them 
for the upcoming clinical placement in June and July of the first 
class of midwives. There are 581 applicants for September 1994 
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admission to the programme, approximately 111 will be interviewed 
for a total of between 36-41 places (divided between the three 
university programmes). 
The address of the College of Midwives of Ontario is P.O. Box 
2213, Station P, Suite 285, Toronto, ON, MSS 2T2. 
Rachel Munday from Goose Bay gave a talk, illustrated by 
slides, on "Midwifery in Labrador". Nurses, who are midwives, are 
allowed to practice in the Grenfell Regional Health Services area, 
by an agreement for medical nursing shared skills, "which are 
agency specific and non transferable" (ARNN, 1993, p. 5). 
This is an appropriate place to summarize the remaining CCM 
reports given on Saturday morning, in the session Midwives Today in 
Canada. This session was chaired by Eleanor Nolan. 
From Manitoba four Community Health Centres in the city of 
Winnipeg have approached several organizations to collaborate on a 
proposal to fund a midwifery project out of one of the health 
centres. Hospital proposals are already in and the health centres 
feel it is important to get midwifery into the community rather 
than just centralized out of hospitals. The Manitoba Traditional 
Midwives Collective reported that they were in the process of 
setting up their documents 1 e.g. core competencies 1 standards, 
ethics and values. They had a lot of concern about what comes after 
legalization as that is when all the work really begins and the 
need to keep the art and skill of traditional midwifery alive. 
The Manitoba Traditional Midwives Collective and the 
Association of Manitoba Midwives were planning to take part in the 
annual International Midwives Day (May 5) rally on the Legislative 
grounds. This must have been an exciting time when the Government 
News Release was read (see below). 
Margare-t; Moise spoke on the "Quebec Bill 4 and the 
Implementation of the Pilot Projects". So far 31 midwives have 
passed the written and ·clinical examinations required prior to 
being allocated to a Project site. At present there are 30 midwives 
taking the classes at the University of Quebec at Trois Rivieres to 
prepare for the autumn examinations. Many midwives who did not pass 
the previous examinations have given-up in disgust. The 
examinations were not midwifery but were derived from second year 
medical resident's examinations. These midwives who have given up 
are mostly those who have good jobs in health related professions, 
such as nurses, or who consider themselves too old for the battle. 
In Quebec there are two groups, the Association des Sage-
Femmes du Quebec (for those who have graduated from a recognized 
midwifery program somewhere in the world, and most are not 
currently practising) and the Alliance Quebecois des Sage-Femmes 
Practiciennes (for those who are practising midwifery regardless of 
where they obtained their training). It is useful for now to remain 
as two groups but to work together for political reasons, combining 
ideas and using the strengths of each group to aim towards offering 
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the kind of midwifery services women in the province want and need. 
Betty Ann Davis of the Alliance Quebecoise des Sage-Femmes 
Practiciennes reported further on the Quebec situation. Last years 
examinations were assessed by a committee from Europe. Once the 
committee had returned home the midwives were able to unite and 
write to the government for a truly "Quebecois" process, and the 
government made provision for another testing process to occur. 
The midwives who have gone through the evaluation process are 
being hired to work at free standing birth centres only. The 
government has stated that there are to be no home births. The 
physicians are being publicly unsupportive, not receiving transfers 
from the centres, and sabotaging the laboratory and pharmaceutical 
privileges which the government has granted to the midwives. The 
first site to open was in Gatineau, 10-15 minutes from Ottawa, in 
Ontario were the physicians are co-operative. There are a total of 
eight sites: Gatineau, two in Montreal, Quebec city, Sherbrook, 
Gaspe, Lac St. Jean, and Povungnituk. 
Povungnituk, the Maternity Centre on Hudson's Bay, is growing 
steadily, developing a team of Inuit midwives who make the centre 
increasingly stable. Leah Qumulak is now in charge of training the 
Inuit maternity workers who do postpartum work. The Quebec 
government refused to allow Akinisie Qumulak, an Inuk midwife of 
seven years, to be evaluated and take the Quebec examinations 
because she did not have secondary school education. 
The Report from Maureen Morewood-Northrop, the contact person 
for N.W.T. stated that the community project in Rankin Inlet is 
going well. The project provides a culturally sensitive, culturally 
responsive and culturally specific approach to prenatal, 
intrapartum and postnatal care, and offers midwifery assisted low 
risk deliveries. The project will also develop and deliver health 
promotion activities and information about reproductive health in 
the school, home, clinic, and community settings to encourage self-
care and self-responsibility. The project will be implemented 
primarily over a two year period. The Keewatin Regional Health 
Board have contracted a credible evaluator to conduct the 
evaluation. The Project will be evaluated in many areas, including 
quality of care, individual, family and community satisfaction, 
overall funding (savings), staffing mix, training requirements. 
Since the "birthing" component commenced in November 1993, 
there have been 23 deliveries to date. All but two have been 
uneventful, (one PPH controlled with syntocinon and one premature 
delivery at 36 weeks, with the 4~ lb baby flown out to Churchill 
Health Centre for several days observation only). Flying time to 
the nearest medical facility is 1 hr and 45 mins, so moderate and 
high r i sk prenatals, although followed in the community by the 
midwives, are still scheduled for hospital delivery in either 
Churchill or Winnipeg •. Prenatals average 45 per month. The project 
team of 2 nurse midwives and 1 aboriginal maternity worker are 
attempting to integrate some of the traditional birthing practices 
with those of modern midwifery practices. It is interesting to 
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observe the reluctance of the younger mothers to readily embrace 
some of the old, cultural practices, but it is hoped, with the 
community's elderly traditional midwives as "consultants" to the 
project to help nurture this to be a positive experience. Until 
this project has been evaluated the NWT will not be making any 
moves towards legislation of midwifery. The nurse midwives in the 
project are registered with the NWTRNA. Their midwifery practice is 
covered by having a "special certificate of competence" (e.g. SCM) 
to perform a "delegated medical function". 
(See article: Lloyd, N. (1994, March). Born to the land. Canadian 
Nurse, 2Q(3), 60]. 
Fran Wertman, the contact person for PEI, was unable to attend 
this National Midwifery Conference as they had their own 
breast feeding conference with Dr. Jack Newman as the keynote 
speaker. Fran's report stated that she is on a committee of the 
Association of Nurses of PEI and they are drafting a position 
statement on midwifery. They also have representatives of the 
Medical Society working with them to develop a joint position 
statement for the province. The RNANS has drafted a position 
statement and they are the first provincial nursing association to 
state that midwifery is an autonomous profession and not limited to 
nursing. It is therefore expected the PEI's position will be 
similar. 
Fran has made contact with another midwife who moved to PEI 
from Labrador. So now there are two of them. They would like to 
contact other midwives in PEI. If you know of others please could 
you pass the names and addresses on to her. 
Carrie Harlow gave the report from the Association of Nova 
Scotia Midwives. They have been assured by the Deputy Minister of 
Health that they will have midwives working in Nova Scotia. Their 
request to be part of the Blue Print Committee on Health Care 
Reform was turned down due to the large number of members already 
on the committee, but they were able to submit a written report. 
The Blue Print Committee Report was ambiguous and the fate of 
midwifery in the province is unknown and unclear. Hospitals are 
being closed and maternity care is being centralized. At one 
central hospital there has been a 100% forcep delivery rate during 
the last few months. 
The Midwifery Coalition of Nova Scotia was awarded a $6,000 
grant from the Community Health Promotion Fund. The grant is to 
assist the Coalition in establishing midwifery education evenings 
throughout the Halifax region, the hiring of the project co-
ordinator, the printing of informative brochures and accompanying 
film. This is a six month project. 
Dr. Barbara Parish is still waiting for word on funding of the 
Grace Midwifery Pilot Project. 
The Association has been in contact with Holliday Tyson of 
Laurentian University Midwifery School to discuss the possibilities 
of establishing a long distance education program through Dalhousie 
University. This is still very much in the talking stages but the 
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Association is thrilled at the future possibilities. 
They are developing standards and protocols for membership, 
and have recently sent out their first Association newsletter, but 
as there are only 9 members (and each pays $60 p.a.) funds are very 
limited. 
Pearl Herbert gave the report from the Newfoundland and 
Labrador Midwives Association. During the past year the 
Newfoundland and Labrador Midwives Association has met four times 
in st. John's. We are also part of the Alliance of Nurse-Midwives, 
Maternity and Neonatal Nurses of Newfoundland and Labrador (the 
Alliance) and the Alliance meets approximately every two or three 
months. There is also an Alliance Newsletter which is issued four 
times a year. The number of midwives joining has increased from 9 
by the end of 1992 to currently 20 paid up members. 
In 1993 the Provincial Government formed an Advisory Committee 
on Midwifery and two members of the Midwives Association are 
members of that committee. An effort was made to contact all 
midwives in the province so that they could be mailed a copy of the 
Discussion Paper. There were 44 midwives identified in the 
province, but possibly there are more who we do not know about, and 
less than half of those identified belong to the Midwives 
Association. The responses to the questions in the Discussion Paper 
made by various individuals and groups, was larger than had been 
expected. The recommendations will be forwarded to the Minister of 
Health. 
An aim is to educate people as to what is a midwife. In May 
1993 we had hoped to have an International Midwives Day poster 
display at one of the two main shopping malls, but close to the day 
we were told that we had not applied soon enough; we should apply 
six months in advance not two months. However, permission was given 
to have the display at the annual Canadian Public Health 
Association conference when it was held at the Radisson Hotel in 
st. John's in July. Several people from various provinces stopped 
to discuss midwives. The film from the Ontario Association of 
Midwives produced by the Michener Institute in Toronto reflects 
well the practice of midwives. It has been shown at our Association 
and Alliance meetings, at the Family Practice Physicians provincial 
annual meeting, and to other groups, when we have an opportunity to 
discuss midwifery. 
The Alliance as a whole had sponsored a Nigerian midwife to 
attend the International Confederation of Midwives Congress in 
Vancouver in May 1993. A buffet was held and people were invited to 
attend and at the same time make a money donation. The 
International Confederation of Midwives (ICM) committee waived the 
registration fee. Sufficient money was collected and the midwife 
was able to attend both the pre-conference Safe Motherhood sessions 
as well as the ICM Congress, and she made a great impression. 
[Margaret Akpaidem can be seen on the ICM films "CUltural Practices 
and the Traditional Birth Attendant" and "Cultural Attitudes and 
Historical Perspectives"] 
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The Alliance is a special interest group of the ARNN and as 
such is asked for comments on maternity related issues. Two years 
ago the Alliance had been requested by the ARNN to compile a report 
on cervical prostaglandins, with recommendations and care plans. A 
five member committee, two of whom were midwives, carried out this 
request. In 1993 they were requested to do the same for vaginal 
prostaglandins, and this was submitted during the summer. Although 
the committee recommended this as an advanced nursing skill it was 
not accepted, and one of the reasons is that this is not permitted 
to be carried out by nurses anywhere else in the country. 
The 20 year old Atlantic Nurse-Midwives Association 
Constitution and By-Laws are being updated, to both reflect the 
present day situation and also that we are now the Newfoundland and 
Labrador Midwives Association. We have been unable to locate a 
Midwives Association Constitution written in 1983, at the time that 
the Alliance was formed of the Midwives Association and the 
Maternity and Neonatal Nurses Association. 
This National Midwifery Conference is an opportunity for 
Newfoundland and Labrador members to meet midwives from across 
Canada and to hear first-hand what is happening about midwifery in 
their provincejterritory, and to ask questions. The seven midwives 
living in st. John's (two others are out of the country) have been 
busy preparing for the conference. 
on Friday the morning ended with a session Mothers and Babies, 
chaired by Pearl Herbert. 
The participants heard from Andrea Huckle from Medicine Hat, 
who used slides when speaking on "Initial Postpartum Program 
Evaluation". 
Provincial governments are once again considering ways to 
reduce and control health care costs. Presently under review 
are preventive services; with particular attention being given 
to the initial postpartum visit programme. Ongoing funding for 
these areas requires validation of the effectiveness of 
existing programmes. A programme evaluation was performed on 
one such programme in Northern Alberta. Consideration was 
given to the needs of the postpartum population, and whether 
the present programme was effective in meeting these needs. A 
questionnaire was developed and completed by 41 individuals in 
both the primiparous and multiparous groups and considered 
demographic data, hospital experience, and existing support 
networks. All of these factors are considered to impact upon 
a woman's need to require or request an initial postpartum 
visit. The outcome of this study was that 95 percent of 
participants felt that an initial home visit was necessary 
regardless of hospital experience or existing support 
networks. 
Although the mothers had been given written handouts they were too 
busy to read them once they arrived home with the baby. Therefore, 
any written material was put away, unread. 
I , I . 
). 
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Karen Webber of St. John's, then presented "Infant Feeding 
Practices in Newfoundland and Labrador". [K. Webber, E. McKim, M. 
K. Matthews, M. Laryea & s. Banoub-Baddour were the researchers for 
this study. This study was funded by Grant #XG 91-050 from the 
Toronto Hospital for Sick Children Foundation and completed with 
additional funding from Memorial University and the support of the 
research resources of Memorial University School of Nursing]. Karen 
used overhead transparencies when presenting. The need of the study 
was perceived from the results of studies by others which showed 
that in this province in 1978 only 17% of babies were breastfed, 
although by 1984 this had risen to 33.7%. 
The purpose of this prospective, longitudinal study was to 
examine the infant feeding practices of a random sample of 912 
Newfoundland and Labrador mothers over the first six months of 
their infant's lives. Data collection took place over nine 
six week periods to allow for seasonal differences. All 
mothers who delivered healthy, full-term babies during the 
nine randomly selected weeks were asked to participate in the 
study. To collect the data, questionnaires were administered 
by interview during the early postpartum period and, by 
telephone, at one, four and six months following birth. 
Specific data on infant feeding methods and practices, reasons 
for choosing not to breastfeed, any changes from the initial 
feeding method, reasons for changes and who most influenced 
the mothers to change were collected. The results demonstrated 
a breastfeeding initiation rate of 42.9%, which declined to 
32.4% at one month, 22.9% at four months and 17.4% at six 
months. Younger mothers with less education and lower income 
levels were significantly more likely to change to bottle 
feeding. The major reasons for change were the mother's 
perception of the baby not being satisfied on the breastmilk, 
and breastfeeding being too hard. Breastfeeding mother were 
less likely to start their babies on solid foods earlier than 
the recommended four months. 
The rate for bottle feeding mothers was 57.1%, with all the 
babies taking iron-fortified infant formula. By one month 
53.9% had been changed to either formula without iron (31.3%), 
evaporated milk (20%) or non-cows' milk formula (2.6%). At 
six months, 31% of bottle fed babies were being fed 
evaporated, whole milk or two per cent cows' milk. The most 
influential person in the mother's feeding decisions was her 
husband or partner. Health professionals had a low influence. 
A third presenter, Miriam Brown, a Traditional Inuit Midwife 
from Nain, was unable to be present. 
Following this section there was much discussion on infant 
feeding; the need for breastfeeding to be viewed as normal, and to 
be discussed in schools. Breastfeeding is best and in the small 
outports formulas are very expensive or non-existent, and so the 
bottle fed babies are usually fed Carnation Evaporated Milk which 
the mothers may not know how to properly prepare for a new baby. 
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There is a need for mothers to be visited at home immediately they 
leave hospital so that their questions can be answered, as they do 
not have time to read the literature which they may have been 
• g1ven. 
Immediately after the buffet lunch some of those attending the 
conference watched the first showing in t his province of films of 
last years ICM congress in Vancouver. (See list of Publications]. 
One or two others went for a walk to the University Bookstore. 
The afternoon commenced with Education for Midwives Today 
chaired by Karen Olsson. 
Pearl Herbert spoke on the "Preparation of Newfoundland 
Midwives Yesterday and Today". (See paper in this Newsletter]. 
Sandra Botting read the paper from Peggy Anne Field and Susan 
james on the "Proposal for Midwifery Education in Alberta". It is 
not known how the present certificate in midwifery which can be 
taken with the Masters of Nursing degree will be effected. Also not 
known, is how the short midwifery training given to those nurses 
involved in the Foothills Hospital midwifery project will be 
assessed. 
Patricia McNiven, who teaches in the midwifery degree program 
at McMasters University spoke on the midwifery program in Ontario. 
The one year, once only, preregistration program at Michener 
Institute commenced September 1992 and the three university 
midwifery degree programs commenced September 1993. Of the 
students admitted last September, only one does not already have a 
first degree, and they are older than average undergraduate 
students. They use problem solving techniques (have a case study 
and then seek out the results for themselves before meeting as a 
group to discuss the situation further). The class is small, 11 
students, and it is not known if this method would work with 
younger, less experienced students. 
After a break Alison Dyer of the National Film Board showed 
the recently released film "Born at Home" for the first time in 
Newfoundland. Sandra Botting of the Aberta Association of Midwives, 
gave a request from her Association for people to write to the CBC 
requesting that this film be shown on Newsworld. The address is: 
Jerry Macintosh, Senior Producer, Newsworld, CBC, Box 500, Postal 
Station A, Toronto, ON, MSW 1E6. 
The day closed with the reading of the Manitoba Government 
News Release, dated May 5, 1994. 
f ) 
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Midwifery will become an insured service in Manitoba providing 
women with new childbirth alternatives and services, Heal th 
Minister Jim McCrae said today. In making the announcement, 
the minister said a Midwifery Implementation Council will be 
appointed to serve as a temporary governing body until a 
permanent regulatory body is established. The council will 
work on implementing recommendations of the working Group 
Report on Midwifery. "Midwifery will be an autonomous 
profession covered by its own legislation and regulatory body. 
Midwifery care for pregnant women will enhance the range of 
birthing services available in Manitoba". The minister also 
announced the appointment of Carol Scurfield, M.D., as 
chairperson of the council. • • • Manitoba joins Ontario, 
Alberta and British Columbia as the fourth Canadian province 
to announce its intention to introduce midwifery as an insured 
• serv1ce. 
The Midwifery Implementation Council will be responsible for 
making recommendations to the Minister of Health for the 
implementation of the new regulated profession as it relates 
to legislation, education, practice and equityjaccess issues. 
The MIC will 
Undertake an extensive consultation process to ensure 
appropriate representation in developing the foregoing (e.g. 
Attorney General's Department, legal counsel, insurance 
industry, selected educational institutions, Aboriginal and 
Metis representatives, traditional midwives, healers, 
community and other health workers). 
Representation on the MIC will include midwives and other 
health care professionals, consumers, and women's health 
representatives interested in the introduction of midwifery. 
The next morning was Midwives Today in Canada as already 
reported above. In the afternoon members met for the annual CCM 
meeting. 
During the 1~ days there had been poster displays including 
one by Andrea Huckle, from Medicine Hat. "Evaluation of Inpatient 
Programme Effectiveness in Early Postpartum Discharge". 
In an effort to control health care costs hospitals are 
initiating early discharge programmes. Therefore, the contact 
time between a health professional and client are extremely 
limited. A reduction of time spent as an inpatient can impact 
if patients are discharged home without health teaching, and 
an adequate support network. The managers of the maternal 
child health unit at this tertiary care centre identified that 
this could become a concern with their postpartum population. 
Shor t inpatient stay could impact upon the amount of 
postpartum teaching that occurred. To ensure that the existing 
maternal child health unit programme was meeting the needs of 
mothers in an optimal fashion, unit managers requested that 
the present programme be evaluated. A questionnaire was 
developed and completed by fourteen mothers. The questionnaire 
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addressed maternal satisfaction with the existing programme, 
the impact of the programme upon the mothers breast feeding 
experience, and if the mothers felt that the staff at the 
institution were helpful and supportive. The results of the 
programme evaluation indicated that the postpartum population 
were satisfied with the present programme. 
The Alliance poster on midwifery was displayed, and there were 
displays from OXFAM and INFACT, including T-shirts. MANA T-shirts 
were also displayed. 
Two book companies, Addison-Wesley and Saunders, supplied five 
prizes. The lucky winners were Joan Dalton (St. John's), Janet 
Murphy-Goodridge (St. John's), Cathy Ellis (Regina), Eileen 
MacKenzie (Saskatoon), and Margaret Moise (Laval). 
Each conference registrant had a bag of brochures about local 
places from the Tourist Dept., the Downtown Development, What's 
Happening in Newfoundland, Nonia, Village Mall, Mary Jane's, etc., 
and a photograph from Mary Clarke's gallery in the Ashley Building. 
Also there was the brochure "Making the Code Work" from WABA. 
There were 40 registrants: 20 midwives - 10 from outside of 
the province, 5 from st. John's area and 5 from other areas; and of 
the 20 non-midwives 10 were Alliance members. Each registrant had 
an evaluation form which they were asked to complete at their last 
session. Of the 40 people who registered half completed forms. The 
results are (1 is low and 5 is highest): 
1 2 3 4 5 
To what degree has this Conference met 
your expectations - - 2 8 5 
Midwives Yesterday and Midwives Today -
Legislation 
Mothers and Babies 
Education for Midwives Today 
Films 
Midwives Today in Canada (reports) 
The location of this conference 
the room, the acoustics 
The coffee breaks 
The catered lunch 
- -
- -
- -
- 1 
- -
- -
- 1 
- -
Should there be another Midwives Conference?: Yes - 16; 
If yes, how often? Yearly - 13; every two years - 3. 
4 
3 
6 
2 
2 
5 
10 
2 
No -
12 3 
8 6 
8 4 
11 5 
8 6 
11 4 
5 3 
5 12 
0 
Written comments were often similar for more than one person. 
The parts I found most helpful, included: "All"; "Information on 
what is happening in the other provinces as it will help the local 
committee"; "The status reports on midwives around the country and 
education"; "Sharing of information both on a formal and informal 
level. What is happening with midwifery in Canada. Issues well 
explicated and balanced points of view presented", "Enjoyed the 
discussions, very helpful, informative", "My attendance at this 
i 
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conference made me realize how uninformed I was in the area of 
midwifery. The entire conference was beneficial to me", "Where 
midwifery has been legalized it sounds like its taken 10 years or 
more to get this far. We have only just begun, we can't expect to 
make great strides of progress in a short time", "Two chances to 
hear from each rep.". 
The parts I found least helpful, included: "I found that many of 
the reports on Saturday were repetitive from Fridays reports", "The 
information on postpartum visits was more relevant to Public Health 
Nursing", "Mainly the room, no place to set up the coffee urns to 
work efficiently. Good food but needed a room more conducive to 
social interaction", "I found everything helpful in some way. 
Not hing negative", "Film by NFB. We could probably have watched 
something more useful for us. Nothing new to us". 
Improvements, included: "More discussion and overheads", "Little 
less dry, still useful though", "Cold water with lunch please", "A 
short question period after each presentation would be helpful", 
"You did an excellent job with what you had". 
Other comments, included: "I found that presentation on Labrador 
interesting but it was misplaced on the Agenda as it did not deal 
with legislation", "Let's keep prodding the Government", "Very 
enjoyable and educational. Well done! 11 "I had planned not to attend 
Saturday but couldn't stay away! A very enjoyable conference". 
"Very informative and enlightening", "Really enjoyed it. Well 
organized", "My billet family have been very kind and helpful", 
"Great hospitality, helpful hostess, thank you". 
THANK YOU TO ALL WHO ATTENDED, PRESENTED, HELPED, BILLETED 
Thank you to the student volunteers - Paula Combden, Kim Roberts, 
Margot Suttis. 
Aboriginal Midwifery in British Columbia. Speaking notes by the 
Aboriginal Health Policy Branch for presentation at the Canadian 
Confederation of Midwives, St. John's, Newfoundland (May 6, 1994) 
First, I would like to thank you for your interest in 
Aboriginal midwifery in British Columbia. Although we could not 
attend we appreciate that Alison Rice, a member of the Midwifery 
Implementation Advisory Committee has offered to speak on our 
behalf. 
In British Columbia aboriginal midwifery has never been 
completely extinguished, and still continues in communities today. 
According to Ministry of Health information, it is not known how 
many Aboriginal midwives currently practice in British Columbia. In 
the initial stage of consultations, it was clearly articulated that 
many midwives have been reluctant to identify themselves due to 
past and current Government legislation, policy and practises which 
have suppressed traditional cultural practices. Today, in 
relatively isolated regions of British Columbia, traditional 
midwifery is still considered a valuable measure in emergency 
situations. 
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Aboriginal midwifery has a long history. The erosion of 
Aboriginal midwifery is a story of destruction of culture and 
traditional healing practices, and the unsettling of the very 
fabric of Aboriginal communities. In a span of three short decades, 
all of this knowledge has been put at risk as Aboriginal women in 
British Columbia have made the transition from birth in the context 
of the home and family, to birth under the control of physicians in 
hospitals. 
In British Columbia there has been a recognition that if 
something is not done to save midwifery this knowledge will not be 
passed on. The type of midwifery sought by Aboriginal women is 
unique in that it takes into account the elements of the past and 
combines it with the present midwifery practises which ensures that 
traditional ways are not lost. It is extremely important that 
modern midwifery look into the past and find elements of 
traditional midwifery that can be adapted to contemporary 
conditions, in order to ensure that knowledge and experience of 
elder midwives is retained as part of various Aboriginal heritages 
and cultures. 
Following the Minister's announcement in May 1993, the 
Aboriginal Health Policy Branch, Ministry of Health, took the lead 
role and consulted with Aboriginal communities about the 
Government's decision to regulate midwifery. This process was 
critical since the Health Profession's Council did not address the 
question of Aboriginal midwifery in its report. 
The Aboriginal Health Policy Branch sponsored 2 focus group 
meetings where invited representatives from Aboriginal communi ties, 
including elders who had practised midwifery, health care 
professionals such as midwives, Community Health Representatives, 
transfer, federal and provincial health nurses and Ministry of 
Health personnel attended. The initial focus group addressed 
several key issues relating to childbirth experiences for 
Aboriginal women; cultural needs; integrity; education and 
training; regulations; and standards. At the focus group meetings, 
participants heard about the impact of residential school, flying 
women out, the distancing from cultural practises, and the loss of 
use of traditional medicines when giving birth in hospitals. 
Although practices differed among Aboriginal groups, there were 
several common themes: 
- respect for life, teachings, and preparation for birth and 
health; 
- both men and women were midwives; 
- parents and elders were teachers of traditional birth 
practices; 
- pregnant women were highly protected by older women in their 
community and close family members; 
- diet, exercise, rest, cleanliness and safety were stressed; 
- the afterbirth and the cord had strong cultural symbolism 
and meaning; 
- the present system of childbirth is not meeting the needs of 
Aboriginal women. 
Many of the participants also conveyed discomfort respecting the 
• l I" 
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Government's interest in learning about traditional birth practices 
which for many years were considered illegal and banned. They also 
felt that the assimilation practices of residential schools had a 
very negative impact on Aboriginal people's beliefs about 
sexuality, pregnancy and childbirth, and resulted in the erosion of 
traditional maternity practices and the alienation of Aboriginal 
people from their culture. 
The second focus group sought direction for the proposed 
provincial legislation being drafted by the Legislation and 
Professional Regulation Division. The upcoming Cabinet Submission 
is currently undergoing review but it responds clearly to 
articulated Aboriginal aspirations regarding the formal recognition 
of Aboriginal midwives, validation of current practices, and 
revitalization of traditional midwifery. The draft legislation 
proposes that Aboriginal midwifery be recognized and that the 
College of Midwives establish a Committee on Aboriginal Midwifery. 
The legislation would give the Subcommittee the authority to 
establish registration requirements and standards of practice. It 
is also proposed that current practitioners (traditional Aboriginal 
midwives) be permitted to manage home births on reserves. 
Standards, accreditation, training and education will be developed 
for Aboriginal midwives as Aboriginal women reassert their 
traditional right to home-based birth. Regulation would ensure that 
appropriate standards are established and that Aboriginal women and 
children are protected from unsafe practices. It is expected that 
Aboriginal women will be involved in the development of midwifery. 
Aboriginal midwives in British Columbia want to be recognized 
and are proposing a separate and culturally relevant process to 
midwifery regulation. They have reviewed the Ontario legislation 
that exempts Aboriginal midwives providing traditional midwifery 
services to Aboriginal persons of an Aboriginal community. The 
Aboriginal Health Policy Branch recognizes the current unacceptable 
Aboriginal health status indicators, the diversity of interests 
among First Nations, and the need to provide culturally appropriate 
services in a variety of geographic locations. It recognizes that 
Aboriginal people require access to health care providers who 
represent their own culture and communities. The Midwifery Advisory 
Implementation Committee has been working in conjunction with the 
Aboriginal Health Policy Branch to ensure culturally appropriate 
care is available for Aboriginal women. An Aboriginal 
representative has been appointed by the Minister of Health to this 
committee and it is expected that at least one member of the 
College of Midwives will be Aboriginal. The Aboriginal community 
has also stated its desire to establish a Working Committee on 
Aboriginal Midwifery. The drafting of legislation is seen as a 
small victory for Aboriginal people as they begin reasserting 
themselves. There is potential for change and the hard work is just 
beginning. 
There is so much healing to be done and the ways in which 
families experience childbirth can be an important part of healing. 
There are benefits to the rejuvenation of Aboriginal midwifery. 
Midwifery is viewed by Aboriginal people on a broader, more 
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holistic level which includes health promotion, prevention, 
education, and training to address the problems of low birth 
weight, better nutrition and prenatal care for Aboriginal mothers. 
It emphasizes increased parenting skills, more family and community 
support, and therefore has the potential to reduce family violence 
and child apprehensions. It also has the potential for significant 
impact on the prevention of inter-generational fetal alcohol 
syndrome/fetal alcohol effect (FAS/FAE), reduction in caesarean 
rates, and reduction in hospital utilization costs. The teaching of 
midwifery to younger generations was an important aspect of 
Aboriginal physical and cultural survival. 
There is also much work to be done in the resolution of treaty 
settlements with the aboriginal First Nations of British Columbia. 
British Columbia remains one of the few places in Canada with 
treaty settlements unresolved. Midwifery is viewed by Aboriginal 
women as a self-determination issue rather than strictly as a 
health matter. First Nations view health services as a component of 
self-government rights, and expect to be addressed on an equal 
footing with the Provincial and Federal Government. The treaty 
negotiation process, led by the Ministry of Aboriginal Affairs has 
just begun. If Aboriginal midwifery is recognized in the upcoming 
legislation it would provide a clear indication that the government 
is committed to providing a definitive framework within which the 
unique culture of Aboriginal people can flourish. Legislation needs 
to include a recognition that health service enhancements and new 
health delivery arrangements need to be controlled and managed by 
Aboriginal people. Aboriginal communities need more evidence that 
the government is ready to respond to what the needs are now. 
[Judy Moses is Director of Aboriginal Health Policy Branch, 
Ministry of Health, and Dena Carroll is their Midwifery Co-
Ordinator. Both can be reached at 604-952-3151 or Fax: 604-952-
3225. Dena Carroll is currently preparing an article about 
Aboriginal Midwifery for submission to an Aboriginal Health Volume 
which is expected to be released in the Fall of '94. Gerri Thomas 
is the appointed member of the Midwifery Implementation Advisory 
Committee and Nursing Supervisor at Nuu-chah-nulth Community and 
Health Services. Darlene Watts, Mental Health Co-Ordinator, also 
works at the same location. Both can be reached at 604-724-3232]. 
The Preparation of Midwives in Newfoundland - Yesterday and Today 
(A paper by Pearl Herbert from the 1994 National Midwifery 
Conference) 
There have always been those who help mothers in childbirth, 
but this paper is going to consider those known as midwives. The 
English word "midwife" means "with woman" and the French "sage 
fenime" means "wise woman". Midwives have to learn how to make wise 
judgements when they are with women during the childbearing cycle 
(from pregnancy to the postpartum period). 
The International Definition of a Midwife includes education 
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in its statement. A midwife 
is a person who, having been regularly admitted to a midwifery 
educational programme, duly recognised in the country in which 
it is located, has successfully completed the prescribed 
course of studies in midwifery and has acquired the requisite 
qualifications to be registered andjor legally licensed to 
practise midwifery. (From the statement of the World Health 
Organization (W.H.O.), amended by the International 
Confederation of Midwives (I.C.M.) (1972), and the 
International Federation of Gynaecologist and Obstetricians 
(I.F.G.O.) (1973), and further amended (RCM 1992)). 
In this province midwives have been Newfoundlanders and 
Labradorians who have taken a midwifery programme here, or gone 
away for a midwifery programme, or are people who have "come from 
away". 
History 
Newfoundland and Labrador compose the newest province of 
Canada. Prior to 1949 Newfoundland was a British colony with a 
Governor. In the last century Labrador was inhabited mainly by 
aboriginal people. Numerous explorers, traders, and fishing 
expeditions visited Labrador, and some of these people settled in 
the area. The Moravian missionaries had arrived in the 18th century 
and settled in northern Labrador. They provided education and 
health care to that area. 
In 1892 Wilfred Grenfell arrived and started the Grenfell 
Mission in the southern half of Labrador and northern Newfoundland. 
The Mission provided health care, started craft industries, and 
promoted education for the children of the region. To provide the 
health care both nurses and doctors were recruited. The nurses 
usually had midwifery training and some of them worked for many 
years with the Mission. The Mission took over providing health care 
to all of the residents of the eastern, northern and southern parts 
of Labrador. Girls from the Grenfell Mission area who showed an 
interest were sponsored to go either to Britain or to the United 
States to train as nurses and midwives and then to return to the 
area to work. One of these people was Millicent Loder (1989) and 
she describes this in her book, Daughter of Labrador. The Mission 
later became the International Grenfell Association, and in 1981 
became the Grenfell Regional Health Service, and is now one of the 
Health Regions of the province. 
Residents in the southern part of the island were not so well 
cared for as those in the north. At the beginning of this century 
there was only one civilian general hospital, the others were 
military hospitals. There were about 40 physicians, but most of 
them worked in St. John's, and there were very few nurses. In st. 
John's the infant mortality rate was 146.34 per 1000 births (House, 
1990). This was the situation when Governor Harris and his wife 
arrived from England. Lady Harris was dismayed at the lack of care 
and endeavoured to improve the situation. Then in 1919 the Midwives 
Act was approved by the Newfoundland Government and was passed the 
following year, in 1920. 
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Newfoundlanders. After the Midwives Act was passed the 
Midwives Club was started in st. John's and weekly midwifery 
classes commenced. These classes were provided by the Club members 
with the objective of improving the care given to mothers and 
babies in the rural areas of the island. The members also 
supervised the midwifery students in the clinical area, and 
lectures were given by physicians. Three months later the students 
sat the examinations prepared by the Newfoundland Midwives Board 
(Nevitt, 1978). In 1924 an 18 month midwifery course was started at 
the s. A. Grace Maternity Hospital, st. John's, based on criteria 
equivalent to the English Central Midwives Board, plus "special 
training in obstetrical and Children's Diseases" (Nevitt, 1978, 
p. 150). Many of these direct-entry midwives who graduated from 
this programme then entered the hospital's School of Nursing to 
train as nurses. These midwifery courses were offered for more than 
10 years. 
Those who came from away. As soon as the Midwives Act was 
passed in 1920 Lady Harris went to Britain and recruited four 
nurses to work in the outports, and these were the first of several 
nurses, who were also qualified as midwives and health visitors, 
(public health nurses) who came to work in Newfoundland. They had 
to sign a 2 year contract and many stayed much longer. Myra Bennet 
was one of the first ones to come and she married and lived in 
Daniels Harbour until her death in 1990. The outport communities 
were expected to pay these triple-qualified women $1,000 per annum. 
To help to raise this money by the making and selling of craft 
items the Newfoundland Outport Nursing and Industrial Association 
(NONIA) was formed in January 1924. 
Government reorganization. In 1934 the government was 
reorganized and the Department of Health and Welfare assumed 
control of the Colony's nursing services. NONIA was no longer 
allowed to be in charge of nursing in the Outports. By now nurses 
who had trained in hospitals in Newfoundland were also going 
overseas to train as midwives and then returning to Newfoundland to 
practice. Paying a doctor to deliver a baby could be seen as a 
status symbol but the women living in rural areas relied on a 
midwife. However, this is about the time that the midwives 
programme at the s. A. Grace Hospital ended. 
Government regulations. When the Midwives Act was passed in 
1920 the midwife was required to have certain knowledge, and to 
register each year with an appointed Board, as midwives still do in 
Britain. Cecile Benoit (1991) describes these midwives and the 
knowledge that they were required to have, in her book Midwives in 
Passage. In 1949 Newfoundland joined Canada and therefore looked 
westward, rather than south to the U.S.A. and eastward to Britain, 
not only for material supplies but also for nurses and doctors. 
Nurses now came from Canada where midwifery was not legalized. An 
Association of Registered Nurses of Newfoundland (ARNN) was formed 
and "an Act to incorporate the association of registered nurses of 
Newfoundland" was passed in May 1953. Soon after that a Board to 
license midwives was no longer appointed. Provisions for medical 
nursing shared procedures were made for "Regional nurses of 
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northern Newfoundland and Labrador (Grenfell Regional Health 
Services)", similar to those passed in 1946 for northern Canada, 
and so nurses who are midwives are allowed to practice midwifery 
when employed to work in the northern part of the province. 
However, these midwives are not allowed to practice in other 
locations as this regulation is "agency specific and non-
transferable" (Association of Registered Nurses of Newfoundland, 
1993). 
Present Day 
Dalhousie University had started an Outpost Nursing Programme 
in 1967 and the clinical experience included a 12 month stay in the 
International Grenfell Association (IGA) area where the students 
spent time on the maternity floor of the two hospitals. Then it was 
decided to reduce the maternity section of the outpost Nursing 
course at Dalhousie University. Therefore, at the 1977 Conference 
on Northern Medicine and Health (International Grenfell Association 
& Memorial University of Newfoundland, 1977) the IGA requested that 
Memorial University take over the programme. 
In September 1978 the first students entered the two year 
Outpost Nursing programme at Memorial University. The Nurse-
Midwifery programme was in the second year, and so in 1979/1980 
these students took the Nurse-Midwifery courses, which included 6 
months clinical experience outside of St. John's. In 1981 it was 
decided that the two years of the outpost Nursing programme could 
be taken independently of each other and diplomas would be given 
for each year. The University calendar still shows that Nurse-
Midwifery is a 10 month programme consisting of the equivalent to 
10 courses. The credits obtained from the successful completion of 
these courses can be used towards the Bachelor of Nursing degree at 
this university. In 1981 this programme was evaluated by Miss Annie 
Grant, of the Scottish National Board, and it was considered to be 
the equivalent of what was then the Part 1 of the British State 
Certified Midwifery programme. 
A 1985 survey of the graduates from the Nurse-Midwifery 
programme showed that since 1979 there had been 34 graduates, 6 had 
a BN degree when they entered the programme, 10 had previously 
worked for the Grenfell Regional Health Service prior to entering 
the programme and 17 worked in that location after completing the 
programme. Graduates have practised in this province, in other 
areas of Canada, and in various parts of the world. 
The Nurse-Midwifery programme at Memorial University has not 
been offered recently due to financial restraints and the small 
number of applicants, although it is noted that this is the only 
undergraduate midwifery programme for nurses in Canada. The 
university is advocating larger classes but midwifery classes need 
to be small to ensure that all students are able to obtain quality 
clinical experience. (In Ontario there are about 11 students to a 
class) • Because of the isolation of the communities in this 
province and the small number of births, the midwife also needs to 
have other work so as to survive. Therefore if she has two 
professions, nursing and midwifery, she will be able to better earn 
her living. 
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The Future 
The trend in Canada, the United States, and Britain, is for a 
bachelor degree in midwifery to be the minimal education level. In 
Newfoundland the nursing profession is preparing a collaborative 
curriculum with the objective that the minimal entry into the 
profession will be a bachelor of nursing degree. Memorial 
University of Newfoundland does have "Regulations for a Second 
Degree" (University Calendar, 1993/1994, p. 62). Therefore, 
upgrading the nurse-midwifery diploma programme to a degree 
programme should not be too difficult. 
When legislation is passed even midwives from a recognized 
programme need to have a refresher course. Those who have been 
practising need to ensure that their knowledge is current, and 
those who have not been practising need to update both their 
knowledge and their skills. Therefore, legislation brings the need 
not only for midwifery education for those entering the profession 
for the first time, but for refresher courses to ensure that all 
midwives are able to provide the best and safest care to mothers 
and babies. We have developed a refresher programme at the Memorial 
University of Newfoundland School of Nursing, which can be adapted 
to the needs of the midwife in the programme. We are ready to 
prepare midwives for today and for the future. 
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A Personal Account of Labrador Midwifery in the 1960s. Submitted by 
Susan Felsberg, Mud Lake, Goose Bay, Labrador, AOP 1KO 
Fully-qualified professional midwives have been practising for 
many decades in the northern region of this province, and continue 
to do so today. This truth has only briefly been noted in the 
recent documents produced for the present midwifery debate 
concerning future practice in Newfoundland. In regard to this solid 
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record and experience, Newfoundland would appear to be already in 
advance of sister provinces, and this very limited recognition 
seems unfortunate. A summary of one such practice in a busy 
Labrador community about 30 years ago may be of interest to 
Alliance newsletter readers, and also relevant to the present 
discussion. 
In the early 1960s the writer worked for three years as a 
nurse and midwife (the distinction between the two professions is 
made here advisedly), without direct medical supervision, in Happy 
Valley, central Labrador, in the community Nursing Station operated 
by the International Grenfell Association (IGA) - later in 1981 to 
be restructured as the Grenfell Regional Health Services (GRHS). 
In 1960 Happy Valley was a young, cosmopolitan, frontier town 
of 6000 civilian people, which had developed rapidly near the 
military air base at Goose Bay in the 1940-50s. The residents 
themselves were young also, and were comprised of Labradorians 
initially, followed by Newfoundlanders, and then by assorted other 
Canadians and a few odd CFAs [come from aways] from further afield. 
Anyone over 50 was almost unknown in the community, and there were 
1000 youngsters under school age, another 1000 school children, and 
approximately 200 pregnancies a year in a very pregnant town! 
Visiting medical comment suggested that this community had a 
birthrate twice the world average at that time. Housing was 
noticeably small and very crowded, having resulted from hasty 
construction with very limited materials in the earlier 1940-50 
era, roads were unpaved and regularly into a Spring/Fall quagmire, 
and municipal services were non-existent, except for a diesel 
electricity plant. There was in fact no municipality until the town 
was first incorporated in 1961. Much later in 1974, the town was 
amalgamated with Goose Bay - the community we know today - but this 
latter day union does not feature in this account of Happy Valley 
only. One main grocery store held a monopoly grip on the community, 
and fresh produce (often bruised and delayed) was limited even in 
the shipping season, and more so in the winter. Hence, as a result 
of all of the above factors, housing, hygiene and nutrition levels 
were far from ideal, low education and literacy skills were also 
dominant, and all these gave rise to much work for the community 
nurses of the Grenfell Nursing Station. 
We nurses were usually two in number, both qualified as nurses 
and midwives, and together we operated the Nursing Station in the 
very centre of town. The building was a small, single-storey, 
wooden frame affair, containing 1~ clinic rooms (see below), small 
waiting lobby, and living quarters for the nursing staff only - no 
cook or domestic staff lived in, in-patient space was 2 rooms of 2 
beds each, with the one reserved totally for obstetrics being just 
large enough to hold 2 beds, 2 chairs, 2 lockers, 2 cribs and an 
equipment cupboard. When privacy dictated, either a screen was 
wedged in between, or the ambulant mother retired to the staff 
kitchen until the all-clear. Deliveries were often conducted within 
ten feet of the waiting dental line just outside the doorway. The 
second room was held for overflow midwifery, and therefore we only 
admitted a sick man or child on a very temporary basis, pending 
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transportation elsewhere. 
Our general nursing work therefore consisted largely of out-
patient clinics, held 7 mornings and 2 evenings a week, and 
averaging 1000 per month. The afternoons were reserved (unless 
something drastic happened) for school visits, well baby clinic, 
antenatal clinic, and the cleaning/restocking/sterilising needs. 
Visiting medical staff and a dentist travelled 40 miles twice 
weekly from the Northwest River Hospital to see referred patients -
a difficult journey requiring 2 truck/2 boat coordination. The 
nurses were responsible for all appointment lists, and travel 
arrangements by truck (as above) or by bushplane, which were made 
by radio-transmitter; no land telephone was available until 1961. 
Two mi litary hospitals in Goose Bay (Canadian and u.s. Air Forces) 
were in operation for their own population, but there was no direct 
connection with either, unless a really urgent request made during 
poor weather conditions was necessary to the Canadian unit, which 
was usually very cooperative. Everything came in the Station 
doorway: pneumonia, broken bones suspect or otherwise, 
appendicitis, impetigo or scabies in large measure, injured Husky 
dogs, toothache, drunken brawls at midnight, and much else. 
Somehow, in the middle of everything else, we practised midwifery 
as well, and one cannot emphasise sufficiently how one clearly 
separated one profession from another, other than describing the 
scene above with the successes below. 
Because of the warm, busy, quasi-domestic atmosphere of the 
Station, pregnant clients were usually familiar with the place, 
knew the staff closely, and booked in the early months without 
hesitation - marital status or social standing of no consequence. 
Both midwives had similar background training, so all parameters of 
clinical observation (fundal height, gestation measurements, 
hypertension levels, malpresentation) were consistently maintained, 
which made for excellent teamwork. The initial history record was 
thorough and comprehensive, so that potential problem areas were 
quickly high-lighted on the charts, and assessments could be quite 
prophetic. One quickly became convinced that excellent history-
taking could anticipate much of the risk assessment for delivery 
time. At any time during pregnancy, of course, any cause for 
concern was referred to the visiting physician on his weekly visit. 
Once listed, attendance was monitored regularly, and defection was 
chased up promptly: monthly visits until 28 weeks, twice monthly 
until 3 6 weeks, and weekly thereafter - unless adverse items 
dictated more frequent visits. Consistency and continuity of care 
were paramount throughout the pregnancy. 
All clinical observations were the midwife's "hands-on" skills 
alone: weight on simple bathroom scales, urinalysis by dip-stick, 
talk and sensitive questions, abdominal inspection and palpation, 
oedema check (ankles, wedding ring), blood pressure and general 
advice. Being familiar with housing and family situations was a 
valuable attribute. No X-ray was locally available for any purpose 
(though many folks were recent ex-TB patients) and - needless to 
say - no ultrasound had been developed. Because of the local 
nutritional levels, we arbitrarily issued both iron and multi-
• 
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vitamin capsules to all with appropriate doses, with no apparent 
side effects. Blood typing and analysis was a particular challenge 
with no local laboratory service, but we persisted in trying to 
complete the picture by taking samples and sending them 
persistently - and in the face of much transportation hazard - to 
the Northwest River Hospital laboratory for grouping and Hgb 
levels. Disasters along the 40 mile route included being lost, 
frozen or forgotten, but we would persist over the following weeks, 
until some sample satisfied us. It was a warm positive relationship 
for both, mother and midwife alike, with the usual professional 
trust, intimacy and expectation levels re-emphasised by the close 
circumstances of the Nursing Station. 
As noted above, 200 pregnancies a year was averaged, which 
meant 30-35 weekly in the antenatal clinic. This included the 
initial "booking visit where one midwife operated in the ~ clinic 
(a miniature room 4 ft by 8 ft) while her colleague held court in 
the larger one, which was 10 ft by 10 ft, and as surrounded by 
cupboards, counters and hand sink, even this one could not 
accommodate a full length stretcher on the floor, as we quickly 
discovered to our cost. Of the 200 above, 100 went elsewhere for 
delivery - some by choice "to the Island", grandparents and home 
roots of course. All primiparas were theoretically destined for the 
hospital delivery at Northwest River, where doctor/anaesthesia and 
Caesarian Section were available. This was explained to the patient 
and largely understood, which meant assuring that 38 week 
primiparas were on the plane/truck journey (again much trust and 
logistics presumed) in good time. All complex condition were 
likewise dispatched: twins, malpresentations, possible 
abnormalities, and grand multipara (+5 and beyond) were carefully 
advised to pack their bags and be ready. Little resistance was met. 
The rest stayed with us at the Nursing Station. They knew us, 
and we knew them. The routine multiparas arrived on the doorstep in 
early labour, and the midwives practised the routine domiciliary 
midwifery of the United Kingdom where they had been trained and 
licensed. The basic routine was personal hygiene, observation, no 
pubic shaving, bed preparation and basic delivery pack from the 
cupboard. Pethidine (demerol) 50-100 mg if needed was available, 
but not often required. Regular manual monitoring of mother and 
fetus, no I. V. available, no lithotomy position possible, no 
anaesthesia, and no episiotomies (minor perineal tears only). For 
the most part labour was smooth, short and well supported. With a 
hand bell, midwives were available within 20 ft calling distance in 
the kitchen or nearby clinic. The delivery pack was a cloth bundle 
of simple essentials, repacked and sterilised in a kitchen pressure 
cooker. Delivery was happy, cleaned up, cup of tea and baby cuddled 
within an hour, and many mothers have the happiest memories of this 
family experience. Husbands were not present, but arrived shortly 
after the delivery. One dose of Ergometrine 0.5 mg was given 
routinely, and rarely repeated; no cases of excessive haemorrhage 
were recorded. I would be the first to recognise that we could not 
afford to deal with any hijinks or heroic efforts. and hence the 
crucial reliable history assessment in the early weeks of 
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pregnancy. 
Since nothing else in Newfoundland dictated, we proceeded 
under the UK statutory practices and recording required of us, and 
my own statistics are well documented. In three years of practice, 
my own 115 deliveries included on hydrocephalic (delivered easily, 
but died in later weeks), one stillbirth (last minute, ?cord 
strangulation) and wonderful excitement, one undiagnosed pair of 
twins (both cephalic presentation, 6\ and 5 lbs, and both living in 
Happy Valley today). Significantly, one does not have to record 
these special incidents; one remembers all of them vividly. Other 
incidents from colleagues' experience included one retained 
placenta (transferred successfully to the CAF Hospital) and one 
infant death from an elderly primipara breech presentation who 
delayed her transfer arrangements. Above are the mixed events of 
success and pain which I can clearly remember; there are many 
others of my own and colleagues alike. These include in very recent 
years in my own hamlet community two neighbourly deliveries -
"pains", beds, babies, water and hands-on, almost by training-
instinct. My own children were born in the late 1960s in the first 
proper hospital in the district, with midwife supervision. 
Infant feeding? In all of the above work and time constraints, 
yes of course, we always promoted breast feeding. Most of our 
clients were multiparous and had their previous experience to 
direct them. Many were of breast feeding persuasion, while others 
continued with the "half-and-half" (Carnation) evaporated milk 
mixture. The results were clearly obvious in obesity, chest and 
respiratory/ear infections, but it needs lots of time and effort to 
persuade the uncertain in this field. 
Discharge? We kept our multiparas for three nights; one night 
less if we thought they had good housing and family support, and 
even sometimes (God help us) if we were hard pressed for the bed 
space. 
Postnatal? The mothers returned for the 6 weeks review by the 
medical staff, and we followed up into the well-baby clinics 
(weight gain, feeding, vaccination and the like), the general 
clinic, and on into the next pregnancy. Because of society and 
contraception limitations, that often tended to be in the next 
year. Inspite of the hugely mixed nursing practice, no infections 
appeared in the obstetric practice. Somehow the professional staff 
continually managed to separate the two facets of their clinical 
activity. 
The overall result is that, as a community nurse and midwife 
now 30 years later, I am occasionally still being introduced to "my 
babies" on the street and in the local store, in 1994. The health 
system was by no means perfect in a unique and very challenging 
community of 30 years ago, but the maternal and professional 
satisfactions are still enormous. Continuity, high standards of 
practice, personal warmth, understanding and contact, appreciation 
of lifestyle and housing, community respect and mutual trust - all 
of these are part of a true midwife's practice. 
Today, in 1994 all of the above still continue in a somewhat 
adjusted discipline in the Grenfell system. In two hospitals, the 
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curtis Memorial (St. Anthony) and the Melville (Goose Bay) 
Hospitals, midwives and medical staff are appropriately integrated, 
and normal deliveries proceed as ever. As the 1992 Canadian 
Accreditation survey says of the Melville Hospital Obstetrical 
Services: "The important role played by midwives in this service is 
noted with interest", and the local low Caesarian Section rate 
reflects the midwives' impact. 
Yes, times have changed. Ultrasound services, genetic 
counselling, latter day laboratory analysis, quick postpartum 
discharge with increased levels of health awareness, all abound. 
AIDs and other STDs, rubber gloves, not to mention fewer accessible 
grandmothers and more mothers watching their Maternity Allowance 
benefits vigilantly, are to be considered. 
Professional, and appropriately proper, midwifery can only 
contribute positively to Newfoundland's and Canada's health system. 
It has been done for decades, most often by Overseas-trained staff, 
and is being continued routinely, even now, in the Grenfell 
northern regional hospitals. Nothing can displace the careful 
personal skilled approach of professional midwifery to the birth 
experience. Some of us have been blessed enough to have such a key 
role in our communities, and even to remain - years later - to 
watch the youngsters grow, and even yes, to delivery the second 
generation into the bargain! 
Let's recognise this profession properly in our Province. 
Fetal Distress and Birth Asphyxia 
The American College of Obstetricians and Gynecologists (ACOG) 
"is concerned about the continued use of the terms fetal distress 
as an antepartum or intrapartum diagnosis and birth asphyxia as a 
neonatal diagnosis". "Fetal distress is imprecise and non-specific" 
and "is often associated with an infant who is in good condition at 
birth as determined by Apgar score or umbilical cord blood gas 
analysis or both". A better term is non-reassuring fetal status 
followed by a description of the findings, and then a good outcome 
of a well baby does not need to be justified. Fetal distress 
implies an ill fetus and may result in inappropriate emergency 
actions. 
"The term asphyxia should be reserved for the clinical context 
of damaging acidemia, hypoxia, and metabolic acidosis". A neonate 
who has had hypoxia close to birth which results in hypoxic 
encephalopathy will have: 
"Profound metabolic or mixed acidemia (pH less than 7.00) on 
an umbilical cord arterial blood sample, if obtained; 
Persistent Apgar score of 0-3 for longer than 5 minutes; 
Evidence of neonatal neurologic sequelae (e.g. seizures, coma, 
hypotonia, and one or more of the following: cardiovascular, 
gastrointestinal, hematologic, pulmonary, or renal system 
dysfunction)." 
(Summarized from ACOG Committee Opinion, No. 137, April 1994). 
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certified Lactation Consultants in the U.K. 
"The number of certified lactation consultants in the UK looks 
set to increase following Council approval that the RCM should 
administer an internationally recognized qualification. 
'It will take 18 months to set up the administrative and 
examination process. The professional and education departments 
will now be working hard to achieve Council's target date of July 
1995 for the first UK examinations' explained Catherine McCormick. 
An RCM representative will attend meetings of the 
International Board of Lactation Consultant Examiners, and a 
midwife will be appointed to the examination setting committee. 
Applicants need to meet detailed criteria to become eligible 
to sit the one day examination, consisting of two, 3 hour sessions. 
The Council backed scheme will lead to extra support and 
advice for breastfeeding women and to midwives increasing their 
knowledge and clinical expertise. There are six certified lactation 
consultants in the UK". 
(RCM. (1994). Lactation exams. More than just a Delivery Service. 
13, 2) • 
Salvation Army Pulls out of Grace Hospital, Vancouver. 
"A new hospital society has taken over responsibility for 
running Vancouver's Grace Hospital following a decision by the 
Salvation Army to relinquish its governance of the hospital after 
67 years. A new board took over March 1 and the hospital has been 
renamed The British Columbia Women's Hospital and Health Centre. 
The hospital specializes in high risk pregnancies and has more 
births per year (approximately 7500) than any other Canadian 
hospital" (Nursing BC (RNABC), March/April, 1994, p. 32). 
"In the face of increasingly esoteric research and practices 
involving human reproduction and the birthing process and the 
release of the federal government's Royal Commission on New 
Reproductive Technologies report in late 1993, the Army is being 
forced to re-examine its role in the field of obstetrics and 
maternity care. • • • The Army opened its Vancouver Grace Rescue 
Home in the early 1900s. • • • Vancouver Grace Hospital was opened 
in October 1927 •.•• The B.C. government built a new 120 bed 
hospital in 1982 • • • (and] asked the Army to operate this new 
"Grace" hospital. • • • Located on a 47-acre site that also 
included Children's Hospital, the Shaughnessy General Hospital, and 
University of British Columbia Faculty of Medicine facilities, the 
new hospital was the largest maternity hospital in the province and 
the centre for high-risk obstetrical care. • • • The Shaughnessy 
facility was closed in 1993 in a provincial regionalization 
program. • • • For more than 85 years, Grace Hospital maintained 
its long-established tradition •••• With more than 200,000 babies 
born at the Grace and a current average of 7,500 births per year. 
• • • The hospital resisted providing abortions on demand and these 
were carried out at the Shaughnessy Hospital •••• (which] also 
housed the Women's Hea.l th Care where considerable esoteric research 
on the birth process had been carried out, and Grace Hospital was 
31 
now being pressured to engage in practices not in line with the 
Army's beliefs. • • • While the Army supports [in vitro 
fertilization] method of conception for married couples, today's 
environment has given rise to some new clinical, academic and 
research activities that go far beyond the Army's social 
conscience. . • • The Army is still providing chaplaincy services 
at the hospital" (Bonnar & Court, War Cry, April 16, 1994, pp. 8-
9) • 
conference Calendar 
Up to $500 is available annually to a member, whose Alliance 
registration fees are paid up-to-date, to help pay the cost of 
attending a conference which is in keeping with the Alliance 
objectives of care to women and babies. So that members are aware 
of the conferences being offered it has been suggested that we list 
those which may be of interest. Just because a conference is listed 
does not mean that it necessarily meets the Alliance objectives. If 
you know of any conferences, meetings, etc. which could be of 
interest to members please forward the information to the editor 
for inclusion in the Newsletter. (Readers are responsible for 
checking the information of the conferences listed. As the 
information comes from a variety of sources the Editor accepts no 
responsibility for any misinformation). 
1994 
June 3 - 4. "Alcohol and other Drugs in Pregnancy: Issues for 
Families and Communities", Vancouver, BC. 
Contact: Continuing Education in the Health Sciences, 105-2194 
Health Sciences Mall, Vancouver, BC, V6T 1Z3. (Fax: 604-822-4835). 
June 5. Alliance Annual Meeting. 
Contact: Cathy Wyse, President of the Alliance. 
June 5 - 8. "Empowerment. The New Realities. ARNN Annual Meeting", 
St. John's, NF. 
Contact: ARNN, P.O. Box 6116, St. John's, NF, A1C 5X8. 
(Fax: 709-753-4940) 
June 10 - 11. "The Heart of Pediatrics. Living with 
Contact: Mayo Continuing Nursing Education, 
Registration, Colonial Building, Rm 504, Mayo 
Rochester, MN 55905. (Fax: 507-266-6910). 
Challenges", 
Conference 
Foundation, 
June 12 - 15. ''Prospects for Health Gains". 85th Annual Conference 
of the Canadian Public Health Association, Edmonton, Alberta. 
Contact: CPHA Conference Dept., #400, 1565 Carling Avenue, Ottawa, 
ON, KlZ 8R1. (Fax: 613-725-9826). 
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June 14. "Empowerment. The New Realities, 1994 ARNN Annual General 
Meeting Update". Teleconference. 2.15 pm island time. 
June 17 - 18. Canadian Obstetric, Gynecologic and Neonatal Nurses 
5th National Conference in Winnipeg. 
Contact: Kathy Yorke, 70-100 Baylor Avenue, Winnipeg, Manitoba, R3T 
3K1. (Telephone: 204-269-4365). 
June 18 - 25. "Women's Health Care Issues of the 90s. Symposium 
Medicus", Anchorage, Alaska. There are 15 workshops which include 
a range of topics. Cost: $390 US 
Contact: Bernie Moyles, Staff Education, SA Grace General Hospital, 
St. John's, NF, for information. Telephone: 709-778-6691 during 
office hours 8 am to 4 pm. 
June 19 - 22. "Nurses Make the Difference. CNA Biennial 
Convention", Winnipeg, Manitoba. 
Contact: CNA, 50 Driveway, Ottawa, ON, K2P 1E2. (Fax: 613-237-3520) 
June 20 - 23. "CHICA 94 Conference. Making Waves", St. Mary's 
University, 923 Robie Street, Halifax. 
Contact: Pauline Robbins, Ocean View Manor, P.O. Box 130, Eastern 
Passage, NS, B3G 1M4. 
June 2 3 - 2 5. "Postpartum Mood and Anxiety Disorders: Impact on the 
Family and Helping Families Heal". Postpartum Adjustment Support 
Service Canada presents the 8th Annual Postpartum Support 
International Conference in Toronto, Ontario. Cost: General $130/ 
PSI member $120/studentjconsumer $65. 
Contact: Aid for New Mothers, PO Box 7282, Oakville, ON, L6J 6C6 
(Fax: 905-844-5973) 
June 23 - 25. "Neonatal Nursing. 12th Annual National Conferences", 
Washington, DC. 
Contact: Contemporary Forums, 1190 Silvergate Drive, Dublin, CA 
94568. 
June 29 - 30. "Protection through Empowerment. Caring for Children 
and Families". 
Contact: Chair in Child Protection, School of Social Work, MUN, 
AlC 5C7. (Telephone: 709-737-2030). 
July 8 - 10. "Childhood Cancer and the Family. Compassion and 
Caring", Halifax, Nova Scotia. 
Contact: Childhood Cancer, P.O. Box 33076, Halifax, Nova Scotia, 
B3L 4T6. (Fax: 902-422-6944) • 
July 14 - 15. "Research in Women's Health and Perinatal Nursing", 
Seattle, Washington. 
Contact: Continuing Nursing Education, School of Nursing, SC72, 
University of Washington, Seattle, WA 98915. (Fax: 206-543-3624). 
I. • 
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July 24 - 27. "Canadian Paediatric Society Annual Meeting", st. 
John's, NF. Locally contact: Dr. R. Cooper, Telephone: 778-4530. 
Contact: Canadian Paediatric Society, 401 Smyth Road, Ottawa, ON, 
K1H 8L1. (Fax: 613-737-2794). 
July 24 - 26. "International Conference on Violence Against Women", 
Seattle, Washington. 
Contact: Continuing Nursing Education, School of Nursing, SC72, 
University of Washington, Seattle, WA 98915. (Fax: 206-543-3624). 
August 8 - 12. "Perinatal Dilemmas", Jackson Hole, Wyoming. 
Contact: Contemporary Forums, 1190 Silvergate Drive, Dublin, 
CA 94568. 
August 18 - 28. XV Commonwealth Games, Victoria, BC 
September 7 - 11. "NANNS lOth Anniversary", Chicago. 
Cost: $315 us members; $375 us non-members. 
Contact: Bernie Moyles, Staff Education, SA Grace General Hospital, 
St. John's, NF, for information. Telephone: 709-778-6691 during 
office hours 8 am to 4 pm. 
September 11 -13. "Sharing Nursing Innovations", (re-scheduled] 
Holiday Inn, St. John's, NF. Sponsored by ARNN, NLNU, Dept. of 
Health, NHNHA. 
Cost: Early registration $35; late registration $55. 
Contact: ARNN, P.O. Box 6116, St. John's, NF, AlC 5X8. 
(Fax: 709-753-4940) 
October 5. "From Tradition to Evidence-Based Care for Childbearing 
Women''· Third annual conference sponsored by the Perinatal Nursing 
Research Unit. Topics considered include cesarean section rates, 
epidural anaesthesia, electronic fetal monitoring, breastfeeding, 
cross-cultural childbearing practices. Speakers include: Drs. 
Murray Enkin, Beverly Chalmers, Ellen Hodnett, Diony Young. 
Cost: Early registration (by September 20) $110; late registration 
$125; early registration for groups of 5 people or more $100. 
Contact: Perinatal Nursing Research Unit, 600 University Avenue, 
#1200, Toronto, ON, MSG 1X5. (Fax: 416-586-4877). 
October 16 - 19. "Information Technology in Community Health", 
Victoria, British Columbia. 
Contact: Dr. Paul Rishner, Chairperson, ITCH, School of Health 
Information Science, University of Victoria, BC, V8W 3P5 
(Fax: 604-721-1457). 
October 21- 22. "Planet Birth", Calgary, Alberta. A conference to 
look at using our natural resources wisely. Speakers are Nancy 
Wainer Cohen, Robbie Davis-Floyd, Candace Whitridge. 
Contact: Sandra Botting, 507 Tavender Road NW, Calgary, AB, T2K 3M3 (Telephone: 403-274-1447) 
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1995 
May 28 - 31. "30th Anniversary, Association for the Care of 
Children's Health", Boston. 
Contact: ACCH, Suite 300, 7910 Woodmont Avenue, Bethesda, MD 20814. 
July 23 - 27. "Medinfo 8th World Congress on Medical Informatics. 
Medical information Towards the 21st Century. From Theory to 
Practice", Vancouver, BC. 
Contact: Medinfo 95, Suite 216, 10458 Mayfield Road, Edmonton, AB, 
TSP 4P4. 
Information about some Publications which may be of interest to 
readers. 
Action on Pre-Eclampsia Newsletter. Quarterly Newsletter. 
From: APEC, 61 Greenways, Abbots Langley, Herts, WD5 OEU, UK. 
Membership Cost: £10 sterling. 
Breast Cancer: Risks, Protection, Detection and Treatment. Booklet. 
in either English or French. 
From: DES Action Canada, 5890 Markland Avenue, Suite 203, Montreal, 
PQ, H4A 1G2. Cost: $5.86. 
Breastfeeding Protocol 
From: s. A. Grace Maternity Hospital, Halifax, NS, B3H 1W3. Cost: 
$20. 
Building for the Future: A Framework for Mental Health Services for 
Children and Youth in Canada. Bilingual. 
From: Publications Distribution Unit, Health Canada, Ottawa, ON, 
KlA OK9. Free. (FAX: 604-738-2272). 
Canadian Panel on Violence Against Women has published the Final 
Report, National Action Plan, Community Kit, and a video Without 
Fear. 
From: Valerie Gaumond, Canada Communications Group Publishing, 
Ottawa, ON, KlA 059. (FAX: 819-956-5539). 
The Cochrane Pregnancy and Childbirth Database. Every six months 
thousands of pages (about 6,000 pages) of information are 
compressed onto computer disks, along with the means for very fast 
access through simple index routines. The Database runs on a PC 
using standard MS-DOS, version 3.1 or later, with 640K of memory, 
a hard disk with 5Mb of free space and a VGA graphics adaptor. 
From: Corrine Millsip, Canadian Perinatal Clinical Trials Network, 
D0-705, Hopital st. Francois d'Assis, 10 rue de l'Espinay, Quebec, 
PQ, GlL 3L5. (Fax: 418-525-4481). Cost: individuals $116 CON, 
institutions $202 CON. 
, 
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Communication Strategies to Support Infant and Young Child 
Nutrition. Proceedings of a 1992 conference. English only. 
From: Cindy Arciaga, Academy for Educational Development, 1255 23rd 
Street NW, Suite 400, Washington, DC 20037, U.S.A. Cost: $10 us. 
Community Consultation Resource Guide. 
consultation approaches. English only. 
From: Halton Regional Health Department, 
Oakville, ON, L6M 3L1. Cost: $5. 
Examines 
1151 Bronte 
• var~ous 
Road, 
Experiences with Community Action Projects: New Research in the 
Prevention of Alcohol and Other Drug Problems. The proceedings from 
a 1992 us conference. English only. 
From: Francine Belanger, Alcohol and Other Drugs Unit, Health 
Canada, ottawa, ON, KlA 1B4. Free. (Fax: 613-941-2399). 
Fetal Alcohol Resource Binder 
From: The Alberta Alcohol and Drug Abuse Commission, 200-10909 
Jasper Avenue, Edmonton, AB, T5J 3M9 
Gender Violence in the Mass Media. Examines some of the issues and 
perspectives relating to gender portrayal and violence in the 
media. Bilingual. 
From: National Clearing House on Family Violence, Health Canada, 
Ottawa, ON, KlA 1B5. (Phone: 1-800-267-1291: FAX: 613-941-8930). 
Health and Cultures: Exploring the Relationships. Editors: R. Masi, 
L. Mensah, & K. McLeod. Vol. 1 focuses on the development of 
policies, the principles of multicultural health care and the need 
for continuing education. (ISBN 0-88962-549-2). Vol. 2 focuses on 
pragmatic issues relating to programmes and service development for 
pluralistic communities. Special focus section on immigrant/refugee 
health. (ISBN 0-88962-550-6). English only. 
From: Mosaic Press, 1252 Speers Road, Units 1 and 2, Oakville, ON, 
L6L 5N9. Cost: $18.95 per volume, $2 p&p per copy + 7% GST. 
Health Promotion in Canada. Also available as Promotion de la Sante 
au Canada. Much of this months information on publications is from 
this quarterly paper. 
From: Health Promotion Directorate, Health Canada, ottawa, ON, 
K1A 184. Free. (FAX: 613-990-7097). 
Health Promotion in Canada. Provincial, National and International 
Perspectives. Editors: A. Pederson, M. O'Neill, & I. Rootman. A 400 
page resource book. 
From: w. B. Saunders Canada, 55 Horner Avenue, Toronto, ON, 
M8Z 4X6. Cost: $39.95. 
International Confederation of Midwives publications (payments in 
sterling). Breastfeeding- A Challenge for Midwives (£5); Planning 
for Action by Midwives, 1989 workshop in Ghana (English: £3.20, 
French: .SOp): Progress Report (1992) of the 1989 Ghana workshop 
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(English only: £3. 20); Report on Country Visits made to Assess 
Progress of 1990 workshop in Burkina Faso (English and French: 
£3. 20); Mortalite Maternelle: Les Sages-Femmes se Mobilisent. 
Report of the 1990 workshop held to reinforce national midwifery 
services in Burkina Faso (French only: £3.20); Midwifery Education; 
Action for Safe Motherhood. Report on a Collaborative pre-congress 
Workshop held in October 1990 in Kobe, Japan (.SOp); Midwives: Hear 
the Heartbeat of the Future - Keynote addresses, at the 23rd ICM 
Congress held in Vancouver in 1993 (£12); International Code of 
Ethics for Midwives (1993) (£2); A Birthday for Midwives 75 years 
of ICM 1919-1994 (£2); Quarterly Newsletter (£12); various Position 
Statements of the ICM (.SOp per copy). A list of these statements 
and publications are available 
From: ICM, 10 Barley Mow Passage, Chiswick, London W4 4PH, UK. 
"M' aimes-tu?" Love me? Cassettes from a Radio-Canada Network 
• ser1es. 
From: Helene Dumas, Ideacom International Inc., 1000 Amherst 
Street, Room 300, Montreal, PQ, H2L 3K5. Cost: $60. 
March of Dimes materials. Towards Healthier Babies. A Catalog of 
Public health Education Materials. Also a list of March of Dimes 
Professional Education Materials, and the Continuing Education for 
Nurses: March of Dimes Nursing Modules Catalog. These catalogues 
are free of charge. Note the change of address. 
From: March of Dimes, P.O. Box 1657, Wilkes-Barre, PA 18703, U.S.A. 
Midwives Association of BC Newsletter. Published six times a year. 
From: The Editor, The Midwives Association of British Columbia, 
#55, 2147 Commercial Drive, Vancouver, BC, V5N 4B3. Cost: $30. 
(Voting Member: $300; Non-voting: $150; Non-member: $30). 
Midwives education, training and scope of practice. 
From: The Association of Nov~ Scotia Midwives, P.O. Box 968, 
Wolfville, NS, BOP lEO. 
Midwifery Regulations and Standards of Competency and Practice, 
Alberta's draft copy. 
From: Professions and Occupations Bureau, Fifth Floor, 10011-109 
Street, Edmonton, AB, TSJ 3S8. 
The Pregnancy and Diabetes Management Guideline Manual 
From: Diabetes Care Program of Nova Scotia, 5303 Morris Street, 
Suite 905, Halifax, NS, B3J 1B6. Cost: $25. 
RNANS' Position Statement on Woman Abuse. 
From: RNANS, 120 Eileen Stubbs Avenue, #104, Dartmouth, NS, 
B3B 1Y1. 
• J 
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Shaping the Future of Child Health: Challenges for Nurses. A 
monograph of the Vancouver, 1992 International Paediatric Nursing 
Conference. 
From: Heather Clarke, Nursing Research Consultant, RNABC, 2855 
Arbutus Street, Vancouver, BC, V6J 3Y8. Free. (FAX: 604-738-2272). 
Shaping Midwifery, Report of the National Invitational Workshop on 
Midwifery Research and Evaluation held at McMaster University, 
November 1992. Available in either English or French. 
From: Dr. Karyn Kaufman, Chair, Midwifery Education Program, 
McMaster University, St. Joseph's Hospital, Fontbonne Building, 6th 
Floor, Hamilton, ON, L8N 4A6. 
Time for Change • • • Immigrant, Refugee and Racial Minority Women 
and Health Care Needs. This is a condensed, bilingual, version of 
the Report of Community Consultations. 
From: Health Information Centre, Ontario Ministry of Health, 
80 Grosvenor Street, 8th Floor, Hepburn Block, Toronto, ON, 
M7A 152. Free. (FAX: 416-327-4389). 
Workplace Testing for Drugs and Alcohol: Where to Draw the Line. A 
five page, bilingual paper. 
From: Addiction Research Foundation Public Affairs, 33 Russell 
Street, Toronto, ON, M5S 2S1. Free. (FAX: 416-595-6881). 
Information on some Video films 
"L'Art de l'allaitement" is a three part video on breastfeeding. 
Covers decision making in pregnancy, learning the art, and the 
emotions of the first 6 weeks after the birth. French only. 
From: Ligue La Leche, Secretariat General, CP 874, Saint-Laurent, 
PQ, H4L 4W3. Cost: $30. 
"Born at Home" is a video about midwife-assisted home birth. Giving 
birth at home by mothers assessed to be of low-risk is proven 
statistically to be a safe childbirth alternative, and one of 
life's most powerful and rewarding experiences. 
From: local National Film Board Office. (Phone: 709-772-0358/ 
1-800-267-7710). Cost: $19.95 +tax, until March 1995, then $26.95. 
"Father and Son" is a video about fatherhood. 
From: local National Film Board Office. (Phone: 709-772-0358/ 
1-800-267-7710). 
"Health Promotion, Theory and Practice" is a resource package, 
based on Health Canada's knowledge development initiative. Contains 
a video with an instructors guide. 
From: Ontario Prevention Clearing House, Suite 1200, 415 Younge 
Street, Toronto, ON, M5B 2E7. Cost: $20. 
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"Midwifery and the Law" is a 1992 video about midwifery not being 
legal in Canada. There are brief excerpts from the 1990 ICM 
Congress in Japan. The position of midwives working prior to 
legislation, especially in BC, is discussed in interviews with Dr. 
Marsden of the WHO, midwives, nurses, parents, and a lawyer. 
From: Image Media Services, Unit 150, 12140 Horseshoe Way, 
Richmond, BC, V7A 4V5. 
"Midwives: Hear the Heartbeat of the Future". A five-part series 
filmed during the 23rd International Confederation of Midwives 
Congress held in Vancouver in 1993. Two Keynote Addresses are: 
"Midwifery in Canada: A New Beginning or an Echo?" (1 hour) Linda 
Knox (MABC). "Reproductive Issues: An International Perspective" (1 
hour) • Stella Mpanda (Tanzania) • [These two presentations are given 
in full in the ICM book of Keynote Addresses available from ICM 
Headquarters, 10 Barley Mow Passage, Chiswick, London, W4 4PH, UK.] 
"Cultural Practices and the Traditional Birth Attendant" (30 mins), 
and "Cultural Attitudes and Historical Perspectives" (30 mins) are 
composed of interviews with midwives from various cultures and 
countries. [NB. Your Editor never said that she was representing 
the NWT]. "Midwives: Hear the Heartbeat of the Future" (30 mins) is 
an overview of the ICM 23rd Congress. 
From: Midwives Video, 4805 Ross Street, Vancouver, BC, V5V 4V1. 
Cost: $29 each/ $129 series (and for institutions $99 each/$450 
series) plus $6.50 p&p first video + $1.50 for each additional 
video. 
Midwives in Ontario, (1993) video. 
From: Michener Institute for Applied Health Sciences, 222 St. 
Patrick Street, Toronto, ON, M5T 1V4. 
"No longer patient: Generations of Women's Reproductive Health". 
This video is available only in English. 
From: DES Action, Toronto, 790 Bay Street, 8th Floor, Toronto, ON, 
·MSG 1N9. Cost: $30. 
"Quand je serai grand". Video on teenagers and drug abuse. French 
only. 
From: Foundation Jean-Guy Roy, CP 1000, Riviere-du-Loup, PQ, 
GSR 3Z5. Cost: $30. 
"The Regulated Health Professions Act" (RHPA) is a 23 minutes video 
produced by the College of Nurses of Ontario to provide an overview 
of the new health care legislation in Ontario. The video and comp-
limentary RHPA brochure are available in either English or French. 
From: Communication Dept., College of Nurses of Ontario, 
101 Davenport Road, Toronto, ON, M5R 3Pl. Cost $28.89. 
The National Pilm Board closes on June 17, 1994, and in July the 
films will be moved to other libraries. 
a • 
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Films which are in the Health Science Library, st. John's 
This is a computerised list and so some films may no longer be up-
to-date. I have not viewed all of these films. I have not attempted 
to categorize the films but have added from the full-format disk if 
it is a film or video, time, and very brief information about the 
content. This list appears to be lackinq in films on: current fetal 
assessments - electronic fetal monitoring, fetal biophysical 
profile, mother's blood testing etc.; pain relief such as epidural 
analgesia; current birth control methods; complete newborn 
examination by nurses. Does anyone have suggestions for such films? 
1) Adapting to parenthood [interviews with new parents] (Boston, 
Mass. :Polymorph Films, Inc., 1975). Film 20 mins 
CALL NUMBER: WS 420 A221 1975, LOCATION: HSL 
RSN: 81363011 
2) The Amazing newborn (responses of three normal babies aged 1 to 
7 days, including the six states of consciousness] 
(Cleveland, Ohio : Case Western Reserve University, School of 
Medicine, 1975). Video 30 mins 
CALL NUMBER: WS 420 A489 1975, LOCATION: HSL 
RSN: 81364077 
3) Amniocentesis (genetics, techniques, ethical issues] (Canada : 
Canadian Broadcasting Corporation, 1980). Video 45 mins. 
CALL NUMBER: WQ 209 A522 1980, LOCATION: HSL 
RSN: 81368692 
4) Antenatal genetic diagnosis (review of the history of 
amniocentesis] (Fort Sam Houston, Texas : Health Sciences 
Media Division, Academy of Health Sciences, 1973). 
Video 16 mins 
CALL NUMBER: WQ 209 A627 1973, LOCATION: HSL 
RSN: 81362980 
5) A Baby like any other (Down's Syndrome, simulated nurse-mother 
relationship] (St. John's, NF : Memorial University of 
Newfoundland, Medical Audiovisual Services, 1991). 
Video 12 mins. 
CALL NUMBER: WS 420 B115 1991, LOCATION: HSL 
RSN: 82105525 
6) Baby's talking ••• are you listening? (communication in infancy 
and childhood] (Chapel Hill, NC : Health Sciences Consortium, 
1985). Video 14 mins. 
CALL NUMBER: WS 105.5 C8 B115 1985, LOCATION: HSL 
RSN: 82001896 
7) Becoming (normal pregnancy, normal vaginal birth] (Stanford, 
Calif. :Stanford University, Dept. of Communications, 1973). 
Video 30 mins. 
CALL NUMBER: WQ 150 B398 1973, LOCATION: HSOS 2 
RSN: 81362050 
8) The Beginning of Life [live action photography from 
fertilization to embryo] (Tokyo, Japan : Tokyo University 
School of Medicine, 1975). Video 27 mins. 
CALL NUMBER: WQ 205 B398 1975, LOCATION: HSL 
RSN: 81362052 
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9) The Biology, development and care of twins, triplets, and more 
[including feeding, disabilities, bereavement] (London : 
Multiple Births Foundation, 1992). Video 34 mins. 
CALL NUMBER: WQ 235 B615 1992, LOCATION: HSL 
RSN: 82106036 
10) Birth control (St. John's, Nfld. : Educational Television 
Centre, Memorial University of Newfoundland, 1979). 
Video 24 mins. 
CALL NUMBER: HQ 766 B619 1979, LOCATION: HSL 
RSN: 81364315 
11) Born hooked [mothers using heroin or methadone and treatment of 
addicted baby] (New York : Cine Magnetics Video, 1977) Video 
CALL NUMBER: WQ 240 B736 1977, LOCATION: HSL 
RSN: 81372317 
12) Bottle babies [increase in death and illness in Third World 
countries] (London, England : distributed by Universal Film 
Laboratory Ltd., 1975). Film 25 mins. 
CALL NUMBER: WS 120 B6 1975, LOCATION: HSOS 
RSN: 82008808 
13) Brazelton neonatal behavioral assessment scale [Part 1. 
Introduction; Part 2. Variations; Part 3. Self evaluation] 
(Newton, Mass. :Education Development Center, 1973). 
3 videos 63 mins. 
CALL NUMBER: WS 420 B827 1973, LOCATION: HSL 
RSN: 81372371 
14) Breastfeeding for the joy of it [health advantages to mother 
and baby] (Hollywood, Calif. :Jay & Marjie Hathaway, 1977). 
Video 24 mins. 
CALL NUMBER: WS 125 B8286 1977, LOCATION: HSL 
RSN: 81362045 
15) Cardiac complications in pregnancy. Critical Care Obstetrics 
(nursing, use of anticoagulants, principles of care in 
intrapartum and postpartum] (Washington, DC: NAACOG, 1990). 
Video 28 mins. 
CALL NUMBER: WY 157 C934 1990 v. 1 tape 4, LOCATION: HSL 
RSN: 82011602 
16) The Cesarean delivery [indications and surgical technique] 
(Wayne, NJ: American Cyanamid, 1989). Video 22 mins. 
CALL NUMBER: WQ 430 C4216 1989, LOCATION: HSL 
RSN: 82015122 
17) A Child is born [fertilization to postpartum, care and 
examination of the baby] (Stockholm, Sweden : produced by 
Ealing Films for Skandia Insurance Co. Ltd., 197-?). 
Film 30 mins. 
CALL NUMBER: WQ 200 C536 197-, LOCATION: HSL 
RSN: 81364320 
18) Childbirth for the joy of it, Part 2 [labour, birth and 
bonding] (Sherman Oaks, CA : Jay Hathaway Production Services, 
1973). Video 24 mins. 
CALL NUMBER: WQ 300 C534 1973, LOCATION: HSL 
RSN: 82106080 
• 
41 
19) Childbirth, from inside out (Part 1. Preconception, Pregnancy; 
Part 2. Labour, postnatal, and hospital care] (Toronto, ON : 
produced by Documentary Production Ltd. for Video Medicare, 
Inc. ; New York, NY: V.I.E.W., 1989, c1984). 
2 videos 78 and 72 mins. 
CALL NUMBER: WQ 300 C536 1984, LOCATION: HSL 
RSN: 82012193 
20) Clinical pelvimetry [anatomy and planes of the female bony 
pelvis, and examination] (Indianapolis : The University, 
1974). Video 16 mins. 
CALL NUMBER: WQ 320 C641 1974, LOCATION: HSL 
RSN: 81362044 
21) Common problems of labor and delivery [Ina Gaskin - breech and 
shoulder dystocia] (Summertown, Tenn. : Videofarm, 1981). 
Video 20 mins. 
CALL NUMBER: WQ 307 C734 1981, LOCATION: HSL 
RSN: 81377003 
22) Congenital hip problems [newborn assessment and treatment of 
hip and ankle problems] (Dallas, TX : Professional Information 
Library, 1986). Video 25 mins. 
CALL NUMBER: WE 168 V834 v. 1 issue 2 pt. 2, LOCATION: HSL 
RSN: 82009405 
23) Crib death [simulated interview between nurse and mother] 
(St. John's, Nfld. : Center for Audiovisual Education, 
Memorial University of Newfoundland, 1975). Video 7 mins. 
CALL NUMBER: WS 430 C928 1975, LOCATION: HSL 
RSN: 81374089 
24) Daughters of time (alternative care provided by midwives in the 
U.S.] (Toronto, Ont. :Mobius International, 1981). 
Film 29 mins. 
CALL NUMBER: WY 157 D238 1981, LOCATION: HSOS 
RSN: 81364055 
25) The Death of a newborn (a case history of dying baby, grief, 
funeral] (Cleveland: The Center, 1976). Video 32 mins. 
CALL NUMBER: BF 789 D4 D285 1976, LOCATION: HSL 
RSN: 81357172 
26) Discussions in bioethics [issues including abortion, birth 
defects, to euthanasia in the aged] (Montreal, Que. : National 
Film Board of Canada, 1985). Video 107 mins. 
CALL NUMBER: QH 438.7 D611 1985, LOCATION: HSL 
RSN: 81382072 
27) Discussions with parents of a malformed child (6 weeks old baby 
with Down's syndrome] (Chicago: USCAN Int. Ltd., 1976). 
Video 32 mins. 
CALL NUMBER: WS 107 0611 1976, LOCATION: HSL 
RSN: 81360187 
28) The Dubowitz newborn assessment of gestational age 
[demonstration and self assessment] (Cleveland : The Center, 
1975). Film 44 mins. 
CALL NUMBER: WS 420 0814 1975, LOCATION: HSL 
RSN: 81357179 
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29) Early abortion [question and answer session regarding induced 
abortion] (Santa Monica, CA : Ramsgate Films ; Toronto : 
distributed by Educational Film Distributors Ltd., 1973). 
Film 8 mins. 
CALL NUMBER: WQ 440 E1 1973, LOCATION: HSL 
RSN: 82008801 
30) Examination of the newborn [Apgar, Ballards, and comprehensive 
physical examination] (Garden Grove, CA : Medcom, inc., 1986). 
Video 50 mins. 
CALL NUMBER: WS 420 E96 1986, LOCATION: HSRS 
RSN: 82011666 
31) Genetics of spontaneous abortion and heritable aspects of 
common gynecological diseases (Chicago, Ill. : The Academy, 
1975). Video 29 mins. 
CALL NUMBER: WQ 225 G328 1975, LOCATION: HSL 
RSN: 81362989 
32) Gestation (ovulation, fertilization, intrauterine life, birth] 
(Sherman Oaks, CA: Academy Video, 1985). Video 11 mins. 
CALL NUMBER: WQ 150 G393 1985, LOCATION: HSL 
ORDER STATUS: **Order Status: ON ORDER** Location: hsl Order 
Date (y/m/d): 911219 
RSN: 82012194 
33) Gynaecology : woman talk-abortion [D & c, D & E, 
saline induction, need for counselling and follow-up] 
(Northbrook, Ill. : Coronet Films & Video Health Care 
Education, 1979). Film 14 mins. 
CALL NUMBER: WQ 440 G977 1979, LOCATION: hsl 
RSN: 81387184 
34) Gynaecology : woman talk - post-natal care (postnatal 
exercises] (Northbrook, Ill. : Coronet Films & Video Health 
Care Education, 1979). Film 14 mins. 
CALL NUMBER: WQ 500 G997 1979, LOCATION: hsl 
RSN: 81387183 
35) Have a healthy baby (conception, embryo, fetal development] 
(Los Angeles, Calif. : Churchill Films, 1978). Video 22 mins. 
CALL NUMBER: WQ 200 H383 1978, LOCATION: HSL 2 
RSN: 81364017 
36) Have a healthy baby (physiology of normal and difficult birth] 
(Los Angeles, Calif. : Churchill Films, 1978). Video 30 mins. 
CALL NUMBER: WQ 200 H3831 1978, LOCATION: HSOS 2 
RSN: 81364018 
37) Hemodynamic monitoring. Critical Care Obstetrics 
(nursing, anatomy and physiology of the cardiac system] 
(Washington, DC: NAACOG, 1990). Video 34 mins. 
CALL NUMBER: WY 157 C934 1990 v. 1 tape 1, LOCATION: HSL 
RSN: 82010713 
38) High risk pregnancy [high risk factors, diagnostic tools, 
case histories] (Princeton, NJ : Films for the Humanities & 
Sciences, 1987). Video 19 mins. 
CALL NUMBER: WQ 240 H638 1987, LOCATION: HSL 
RSN: 82005678 
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39) Highlights of reproduction and prenatal development 
(embryology, fetus, birth] (Houston, Tex. : Teaching Films, 
1977). Video 16 mins. 
CALL NUMBER: WQ 210.5 H537 1977, LOCATION: HSL 
RSN: 81352839 
40) Human biochemical genetics (inborn errors of metabolism] 
(Fort Sam Houston, Tex. :Academy of Health Sciences, 1973). 
Video 56 mins. 
CALL NUMBER: WD 205 H918 1973, LOCATION: HSL 
RSN: 81372362 
41) Human development : conception to neonate [Part 1. Family 
followed through pregnancy; Part 2. Birth, newborn care and 
bonding; Part 3. Reducing risk factors - environmental and 
physical] (Irvine, CA: Concept Media Inc., 1992). 
3 videos 26, 27, 34 mins. 
CALL NUMBER: WQ 200 H916 1992, LOCATION: HSL 
RSN: 82012551 
42) Human development, the first 2 1/2 years (Part 1. Physical 
growth, maternal nutrition and life-style; Part 2. Cognitive 
development; Part 3. Language development; Part 4. Emotional, 
social development] (Irvine, Calif: Concept Media, 1991). 
4 videos 19 25 25 25 mins. 
CALL NUMBER: WS 105 H918 1991, LOCATION: HSL 
RSN: 82014460 
43) Human development, 2 1/2 years to 6 years (Part 1. Physical 
growth; Part 2. Cognitive development; Part 3. Psychosocial 
development; Part 4. Role of play] (Irvine, CA : Concept 
Media, 1992). 4 videos 21 28 23 22 mins. 
CALL NUMBER: WS 105 H9181 1992, LOCATION: HSL 
RSN: 82106469 
44) Hypertensive disorders of pregnancy (Fort Sam Houston, Tex. : 
Academy of Health Sciences, 1978). Video 45 mins. 
CALL NUMBER: WQ 244 H9983 1978, LOCATION: HSL 
RSN: 81372337 
45) Infant crying (understanding and caring for a crying baby] 
(Victoria, B.C. :Williams & Ledger Ltd., 1988). 
Video 30 mins. 
CALL NUMBER: WS 105.5 E5 I43 1988, LOCATION: HSL 
RSN: 82003146 
46) Infants and children (Part 1. Child abuse and crib death; 
Parts 2 and 3. Crib death autopsy] (Atlanta : The Center ; 
Washington : distributed by National Audiovisual Center, 
1978). 3 videos 104 mins. 
CALL NUMBER: W 867 In3 1978, LOCATION: HSL, HOLDINGS: pt. 1-3 
RSN: 81351558 
47) Interpreting the ECG. Critical Care Obstetric (nursing care 
during childbearing] (Washington, DC: NAACOG, 1990). 
Video 31 mins. 
CALL NUMBER: WY 157 C934 1990 v. 1 tape 2, LOCATION: HSL 
RSN: 82011600 
48) Journey to be born [birth process, prenatal influences, 
hypnosis] (Los Altos, Calif. :Star Foundation, 1986). 
Video 29 mins. 
CALL NUMBER: WM 193.5 R2 J86 1986, LOCATION: HSL 
RSN: 81385788 
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49) Labor and delivery [normal labour and stages, fetal 
presentation and lie, alternative care] (Garden Grove, CA : 
Medcom, 1987). Video 26 mins. 
CALL NUMBER: WY 157 L123 1987, LOCATION: HSL 
RSN: 82011664 
50) Laboratory procedures and responsibilities in a program of 
in-vitro fertilization (Norfolk, Va. : Audio-Visual Resources, 
Norfolk General Hospital, 1984). Video 44 mins. 
CALL NUMBER: WQ 205 L123 1984, LOCATION: HSL 
RSN: 81380437 
51) Leopold's maneuvers (step-by-step instruction and rationale] 
(Spokane, WA: I.C.N.E., 1987). Video 15 mins. 
CALL NUMBER: WQ 210.5 L587 1987, LOCATION: HSL 
RSN: 82005134 
52) Miracle months (conception, gestation, birth] (Garden Grove, 
Calif. : Trainex, 1977). Video 50 mins. 
CALL NUMBER: QS 604 M671 1977, LOCATION: HSL 
RSN: 81372372 
53) The Miracle of life (shows actual conception and development of 
a baby] (New York, NY : Crown Video ; distributed by Random 
House, Inc., cl986). Video 60 mins. 
CALL NUMBER: WQ 205 M671 1986, LOCATION: HSL 
RSN: 82011457 
54) Modern maternity care (Midwives Association workshop with 
Margaret Myles] (St. John's, Nfld. : Memorial University of 
Newfoundland, 1975). 6 unedited videos 545 mins. 
CALL NUMBER: WQ 200 M689 1975, LOCATION: HSL 
RSN: 81364015 
55) Modern obstetrics : postpartum hemorrhage (etiology, pathology, 
examination, treatment] (Los Angeles, CA : Wesler Film 
Productions ; Raritan, NJ : presented by Ortho Pharmaceutical 
Corporation, 1991). Video 22 mins. 
CALL NUMBER: WQ 330 M689 1991, LOCATION: HSL 
RSN: 82012553 
56) Modern obstetrics (pre-eclampsia/eclampsia] (Raritan, N.J. : 
Ortho Pharmaceutical, 1972). Video 27 mins. 
CALL NUMBER: WQ 215 M689 1972, LOCATION: HSOS 
RSN: 81357164 
57) Neurological evaluation of the maturity of the newborn infant 
(Cleveland :the University, 1974). Film 32 mins. 
CALL NUMBER: WS 340 N35 1974, LOCATION: HSOS 
RSN: 82012682 
58) A New mother's feelings (Durango, co: JVM Productions, 1988?). 
Video 28 mins. 
CALL NUMBER: WQ 150 N532 1988, LOCATION: HSL 
RSN: 82012554 
.) ) 
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59) Nursing care of the new family (Part 1. Nursing assessment, 
4th stage of labour and after, vaginal and cesarean section 
birth; Part 2. Causes of ineffective breastfeeding and how to 
correct; Part 3. Appropriate infant care] (Irvine, CA : 
Distributed by Concept Media, Inc. : presented by Tru-health 
Films, 1991). 3 videos 22 23 23 mins. 
CALL NUMBER: WY 157.3 N975 1991, LOCATION: HSL 
RSN: 82012550 
60) Nutritional management of high-risk pregnancy (adolescent, 
diabetic, pre-eclamptic women] (March of Dimes. Berkeley, 
Calif. :The Society, 1981). Video 22 mins. 
CALL NUMBER: WQ 175 N976 1981, LOCATION: HSL 
RSN: 81362217 
61) On the eighth day. (Part 1. Making babies - reproductive 
technology; Part 2. Making perfect babies] (Montreal, PQ : 
National Film Board of Canada, 1992). 2 videos 51 and 50 mins. 
CALL NUMBER: WQ 205 058 1992, LOCATION: HSL, HOLDINGS: pt. 1 
RSN: 82106604 
62) Orthopedics (Garden Grove, CA: Trainex, 1983). 
5 filmstrips/cassettes. 
CALL NUMBER: WY 157.6 077 1983, LOCATION: HSOS, HOLDINGS: 2-3 
RSN: 81373638 
63) Postpartum nursing assessment. 12 point check (Kansas City, 
Kan. : University of Kansas, Medical Center, School of Nursing 
; Chapel Hill, N : distributed by Health Sciences Consortium, 
1985). Video 22 mins. 
CALL NUMBER: WY 157.3 P858 1985, LOCATION: HSL 
RSN: 82010691 
64) Pregnancy induced hypertension (including HELLP syndrome, 
signs, symptoms, nursing care] (Washington, DC : Produced by 
International Information Resources ; Baltimore, MD : Williams 
& Wilkins Electronic, 1992). Video 30 mins. 
CALL NUMBER: WQ 244 P923 1992, LOCATION: HSL 
RSN: 82107000 
65) Prenatal detection of genetic disorders (risks of 
amniocentesis] (Fort Sam Houston, Tex. : Academy of Health 
Sciences, 1973). Video 
CALL NUMBER: WQ 210 P926 1973, LOCATION: HSL 
RSN: 81362760 
66) Prolongation of labor due to uterine dysfunction (Indianapolis 
:the University, 1970). Video 12 mins. 
CALL NUMBER: WQ 330 P7 1970, LOCATION: HSL 
RSN: 82012685 
67) The Psychoprophylactic method of prepared childbirth : having 
a baby the Lamaze way (Fort Sam Houston, TX : Academy of 
Health Sciences, 1973). Video 21 mins. 
CALL NUMBER: WQ 150 P75 1973, LOCATION: HSL 
RSN: 82012278 
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68) Resuscitation of the newborn [physiology of pre- and post-birth 
oxygenation. Apgar scoring] (Chicago, IL : American College of 
Obstetricians and Gynecologists ; Los Angeles CA : Wexler 
Films, 1977). Film 22 mins. 
CALL NUMBER: WQ 450 R4 1977, LOCATION: HSL 
RSN: 82008802 
69) Rh factors in infants (Detection, prevention, treatment, of Rh 
complications. Intrauterine fetal transfusion and exchange 
blood transfusion] (St. John's, Nfld. : Canadian Broadcasting 
Corporation, 1970). Video 30 mins. 
CALL NUMBER: WH 425 R468 1970, LOCATION: HSL 
RSN: 81374118 
70) Scope of practice and standard of care [law suite arising from 
a nurses examination of a baby, and using nursing audit to 
maintain standards (New York: The Company, 1974). 
Video 30 mins. 
CALL NUMBER: WY 85 S423 1974, LOCATION: HSL 
RSN: 81362218 
71) The Sensational baby (Part 1. Conception to birth; 
Part 2. Birth to 4 months] (NAACOG. Scarborough, Ont. : 
Canadian Learning, 1984). 2 videos 
CALL NUMBER: WS 420 S478 1984, LOCATION: HSL, HOLDINGS: pt. 1 
RSN: 81377401 
72) Severe preeclampsia and the HELLP syndrome. Critical Care 
Obstetrics (nursing care] (Washington, DC : NAACOG, 1990). 
Video 29 mins. 
CALL NUMBER: WY 157 C934 1990 v. 1 tape 3, LOCATION: HSL 
RSN: 82011601 
73) Sharing the postpartum experience (postpartum parents support 
programme] (Ottawa, ON : Canadian Institute of Child Health, 
1992). Video 26 mins. 
CALL NUMBER: WQ 500 S532 1992, LOCATION: HSL 
RSN: 82105545 
74) Skin tumors and birth marks (Halifax, N.S. : Dalhousie 
University, Medical Media Production, 1989). Video 37 mins. 
CALL NUMBER: WR 100 M533 no. 9, LOCATION: HSL 
RSN: 82004689 
75) So you want to be a doctor? videorecording [follows seven 
students through medical school] (Fort Erie, ON : Films for 
the Humanities and Sciences, 1991). Video 116 mins. 
CALL NUMBER: W 18 S675 1991, LOCATION: HSL 
RSN: 82015106 
76) Stepparenting [group discussion about problems] (Boston., Mass. 
: Polymorph Films, 1978). Film 25 mins. 
CALL NUMBER: WS 105.5 F2 S827 1978, LOCATION: HSOS 
RSN: 81362039 
77) Talking with parents of a premature infant [and the feelings 
they experience] (Chicago, Ill. : Health Sciences 
Communications Center, Case Western Reserve University, 1976). 
Video 30 mins. 
CALL NUMBER: WS 410 T146 1976, LOCATION: HSL 
RSN: 81364316 
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78) Toxemia of pregnancy (treatment includes magnesium sulfate] 
(Fort Sam Houston, Tex. :Academy of Health Sciences, 1973). 
Video 17 mins. 
CALL NUMBER: WQ 215 T755 1973, LOCATION: HSL 
RSN: 81362761 
79) Transportation of a high risk infant to a referral centre 
(immediate care, preparation and stabilization for the 
journey, care during the journey] (Edmonton, Alta. : Faculty 
of Nursing, University of Alberta, 197-?). Video 46 mins. 
CALL NUMBER: WS 420 T772 197-, LOCATION: HSL 
RSN: 81374119 
80) Trauma in pregnancy. Critical Care Obstetrics (nursing care, 
abruptio placenta] (Washington, DC: NAACOG, 1990). 
Video 30 mins. 
CALL NUMBER: WY 157 C934 1990 v. 1 tape 5, LOCATION: HSL 
RSN: 82011603 
81) Understanding labor and delivery [false and true labour, 
fathers support, hospital procedures and fetal monitoring] 
(Chicago, Ill. : American College of Obstetricians and 
Gynecologists, 1978). Video 20 mins. 
CALL NUMBER: WQ 150 U55 1978, LOCATION: HSL 
RSN: 81372375 
82) The Unfinished child [nutrition in pregnancy and the Montreal 
Diet Dispensary programme] (White Plains, N.Y. : March of 
Dimes Birth Defects Foundation, 197-?). Video 29 mins. 
CALL NUMBER: WQ 175 U56 197-, LOCATION: HSL 
RSN: 81372364 
83) Water baby [history and current research] (San Francisco, CA : 
Point of View Productions, 1986). Video 57 mins. 
CALL NUMBER: WQ 300 W324 1986, LOCATION: HSL 
RSN: 82012766 
84) What was I supposed to do? (emotional feelings of parents and 
physician when baby is born with abnormalities] (Toronto, ont. 
:International Tele-Film Enterprises, 1979). Film 28 mins. 
CALL NUMBER: WS 420 W555 1979, LOCATION: HSOS 
RSN: 81364370 
85) Woman-child [teenage pregnancy and the feelings of the young 
parents] (White Plains, N.Y. : March of Dimes Birth Defects 
Foundation, 1979). Video 14 mins. 
CALL NUMBER: WS 462 W872 1979, LOCATION: HSL 
RSN: 81372336 
86) Fetal alcohol syndrome (Nutrition Today Teaching Aid, 
Alpha series. No. 40. 1981). Slides. 
CALL NUMBER: WQ 211 F419 1981, LOCATION: HSL 
87) Intrapartum fetal monitoring (one series for nurses and one for 
physicians] (American College of Obstetrics and Gynecology, 
1981 (nurses), 1985 (physicians)). Slides/Cassette. 
CALL NUMBER: WQ 209 I61 1981 or 1985, LOCATION: HSL 
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These films are available from the five Reqional Health Units of 
the Newfoundland Department of Health. To obtain a detailed 
catalogue and to borrow the material, contact the nearest Health 
Unit - st. John's and District 729-3440; Eastern Health Unit 229-
3352; Central Health Unit 651-3306; Western Health Unit 637-2260; 
G.R.H.S. 454-3333 ext. 367. Video (VHS) format, films 16 mm. 
An instant in time (an accident occurs). 12 mins. (Canadian, 1983). 
Film. 
Baby basics (in eight parts). 110 mins. (U.S., 1987). Video. 
Baby by caesarean. 25 mins. (U.S., 1985). Video. 
Birth control movie. 24 mins. (U.S., 1981). Video. 
Birth control: Myths and methods. 28 mins. (U.S., 1992). Video. 
Birth control slide series (Wyeth). (Canadian). Slide- Tape. 
Breastfeeding experience. 20 mins. (U.s., 1980). Film. 
Breastfeeding. The art of mothering. 38 mins. (U.S., 1988). Video. 
Breastfeeding with pleasure. 29 mins. (Canadian, 1988). Video. 
Child behaviour= you. 14 mins. (Canadian, 1972). Film. 
Childbirth. The changing sounds. 28 mins. (Canadian, 1983). Film. 
Diapers and delirium. 27 mins. (U.S., 1987). Video. 
Fetal alcohol syndrome. 13 mins. (1985). Video. 
Growing up safe. Baby's first year. 51 mins. (U.S., 1989). Video. 
Healthy mother, healthy baby (revised) (nutrition). 18 mins. (U.S., 
1986). Video. 
Hello baby (childbirth). 48 mins. (U.S., 1989). Video. 
Human reproduction (3rd ed.). 22 mins. (U.S., 1982). Film. 
Inside my mom (nutrition). 8 mins. (U.s., 1973). Video. 
It's your decision (BSE). 13 mins. (U.S., 1979). Video. 
Life before birth. Slides. 
Nursing assessment of the infant (4 parts). (Canadian, 1985). 
Video. 
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Pregnancy and birth. 12 mins. (Canadian, 1969). Film. 
Pregnancy: A time of change. 15 mins. (U.S., 1985). Video. 
Pregnancy: our choice ••• their future (drugs). 20 mins. (1984) 
Film. 
Pregnant fathers. 30 mins. (U.S., 1978). Film. 
Shelley, Pete, & Carol (teenage pregnancy). 22 mins. (U.S., 1981). 
Film. 
22 • m1ns. Taking chances (teen sexuality and contraception). 
(Canadian, 1979). Film. 
Tender loving care (of babies). 28 mins. (U.s., 1985). Video. 
The WHO: International code protects babies. 20 mins. (1986). 
Slides, script and cassette. 
Then one year (puberty). 19 mins. (U.S., 1991). Video. 
Young men's reproductive health (TSE). 19 mins. (U.S., 1983). 
Video. 
one Issue in the Cost of Health care -
the use of epidural analgesia in labour 
Lisa Hollett, while a 4th year nursing student, 
School of Nursing, Memorial University of Newfoundland. 
Introduction 
In Canada, dramatic changes have occurred in the health care 
system which have resulted in a shortage of health care resources. 
More specifically, while federal transfer payments to each province 
have decreased, the cost of providing health care continues to 
escalate (Bell, 1992). Consequently, at present, a primary concern 
of the health care industry in Newfoundland (as in other provinces) 
is economics - particularly finding ways to decrease the cost of 
health care (Bell, 1992). According to Perrin (1993), many 
individuals assert that when faced with hard economic times, 
certain medical procedures and treatments should only be provided 
to those who will benefit most. In essence, they should be 
rationed for those who will benefit less, in an attempt to contain 
costs. 
An issue is when there are opposing opinions regarding a 
topic. This paper considers the issue of the use of epidural 
analgesia for childbirth, including economic considerations. 
Manifestation of the Issue 
In England, in 1837, Dr. Simpson first gave ether to women in 
labour but this was found to cause irritations of the throat and 
trachea (Crafter, 1989). As time went on, several other analgesic 
agents were used including chloroform, combinations of morphine and 
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scopolamine, nitrous oxide, and demerol (Crafter, 1989). "Epidural 
analgesia (which] involves the introduction of a local anaesthetic 
into the epidural space" (Sweet, 1988, p.222) has also been used. 
This "was first described in France in 1901 by Sicard and Cathelin, 
and by 1942, Hingson and Edwards in America had developed 
continuous caudal and lumbar analgesia by an indwelling catheter" 
(Crafter, 1989, p. 68). Epidural analgesia has emerged as the major 
approach to pain relief in obstetrics over the past 20 years 
(Dickersin, 1989). However, while there are several indications for 
the use of epidural analgesia (eg. pain relief, hypertensive 
conditions, preterm labour, prolonged labour, hypertonic uterine 
action, breech presentation, occipita-posterior position, multiple 
pregnancy, cardiac and respiratory disease, operative deliveries), 
there are also several associated side effects and complications 
(eg. hypotension, dural tap, toxic reaction to local anaesthetic, 
retention of urine, infection, fetal bradycardia, total spinal 
anaesthesia, sense of emotional deprivation) (Sweet, 1988). 
When considering the possible complications and the monetary 
cost of this procedure the common practice of administering 
epidural analgesia during labour should be examined. The question 
is whether or not epidural analgesia should be available to all 
women experiencing labour or should it be rationed so that it is 
only available to women with a medical indication. 
Analysis of Positions 
In researching this topic, it has become evident that 
individuals hold differing opinions and positions on this issue. 
On the one hand, there are those who emphasize the effectiveness of 
epidural analgesia in relieving pain in labour while minimizing the 
risks, complications, and costs associated with it. These people, 
therefore, promote the use of epidural analgesia for women 
experiencing normal labour as they believe that no acceptable or 
equally effective method is available. On the other hand, there 
are those who question the frequent use of epidural analgesia 
during normal labour based on the associated risks and 
complications coupled with the belief that other pharmacological 
and non-pharmacological methods of pain management are adequate 
during normal labour. 
Those advocating the frequent use of epidural analgesia during 
normal labour state that it is the most effective form of pain 
relief available (Reynolds, 1993). studies by Eggersten and 
Stevens (cited in Andolsek, 1990) found that epidural analgesia 
produced a mean reduction in pain for 80% - 90% of women as 
compared to a much lower rate in a narcotic analgesia comparison 
group. Pain, however, is a very subjective experience and is 
defined by McCaffery and Beebe (1989) as, "Whatever the 
experiencing person says it is, existing wherever the experiencing 
person says it does" (p. 7). Therefore, pain is impossible to 
measure quantitatively and hence, the results of such studies may 
not be very reliable. 
The issue of safeness of epidural analgesia is another topic 
of debate. According to Reynolds (1993), many anaesthetists feel 
that women who refuse epidurals have been misguided by other health 
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care professionals who "over-emphasize" the negative aspects of 
epidural pain relief. This belief has a great deal of support as 
many people feel that the risks associated with epidurals are very 
rare, and thus, do not warrant great concern (Dickersin, 1989; 
Nicholson & Ridolfo, 1989; Reynolds, 1993; Thorp, Hu, Albin, 
McNitt, Meyer, Cohen, & Yeast, 1993). Also unrelieved pain in 
labour can result in an increase in maternal oxygen consumption, 
hyperventilation, respiratory alkalosis, increased catecholamines, 
and metabolic acidosis which can have deleterious effects on both 
the mother and fetus (Nicholson & Ridolfo, 1989). 
Others, however, argue that the risks and complications 
associated with epidural analgesia cannot be ignored, no matter how 
rare, as they can be potentially harmful to mother and/or fetus 
(Bevis, 1989; Dickersin, 1989; Manyonda, Shaw, & Drife, 1990). 
Epidurals are associated with prolonged first and second stages of 
labour (Thorp et al., 1993) and an increased incidence of caesarian 
sections (Manyonda et al., 1990; Thorp et al., 1993). Furthermore, 
attention has recently been drawn to complaints of back pain from 
women who have had epidural analgesia during labour. However, the 
research in this area in limited and inconclusive. According to 
Nicholson and Ridolfo (1989) and Reynolds (1993), such backache is 
probably due to the lordosis seen in pregnancy and not the epidural 
anaesthetic used. However, the improper insertion of the epidural 
catheter could be painful as it could affect the spinal nerves. 
Also, during pregnancy the relaxin hormone relaxes joints so that 
they can be excessively stretched. Since the woman has little 
sensation after epidural administration she cannot feel (and thus 
complain) of excessive strain during the second stage of labour 
(MacArthur, Lewis, Knox, & Crawford, 1990), such as when her legs 
are pushed up towards her chest. However, the women who had 
epidural anaesthesia for an elective cesarean section did not have 
the same amount of backache (MacArthur et al., 1990). 
Those holding diverging opinions regarding the frequent use of 
epidural analgesia advocate the use of analgesics and non-
pharmacological methods of pain management. Analgesics such as 
demerol and nubain, which are indicated for moderate to severe 
pain, are considered to be effective in the management of labour 
pain (Karb, Queener, & Freeman, 1989). They increase pain tolerance 
and promote rest between contractions. It should be noted, however, 
that narcotics, such as demerol, can have negative effects as the 
newborn is often "sleepy" when delivered and must receive narcan to 
counteract the effects of the drugs. 
The use of non-pharmacological pain management, such as 
distraction, relaxation, deep breathing, has been found to be 
effective in making labour pain more bearable (McCaffery & Beebe, 
1989), and to reduce anxiety. Enkin, Keirse, and Chalmers (1989) 
state that, "For those women whose goals for childbirth include the 
use of self-help measures to manage the pain with minimal drug use, 
many of the non-pharmacological methods are useful alternatives" 
(p.223). However, while these techniques have been shown to help 
some women cope with labour pain, they are not effective for all 
(McCaffery & Beebe, 1989). 
52 
The Financial Cost 
"In a survey of a sample of 1200 United States hospitals, it 
was found that epidural anaesthesia was used in 16 per cent of the 
labours" (Gibbs cited in Dickersin, 1989, p.924). As this is less 
than used here, we must ask ourselves if our number of epidural 
analgesia are necessary. In the United States, individuals pay for 
such a service and so are more likely to refuse it if they feel 
that it is unnecessary. In Canada epidural analgesia is provided 
to the woman free of charge although it is a cost to the health 
care system. Thus, individuals are more likely to request epidural 
analgesia, and anaesthetists are more likely to provide the 
service, than in the United States. 
The cost of providing epidural analgesia is substantial when 
compared to analgesics given by other routes, and to non-
pharmacological interventions which have quality nursing time as 
its only cost. Consequently, the use of these other methods of 
pain management should be utilized before epidural analgesia in an 
attempt to control health care costs. 
Costs (in Canadian dollars) 
Epidural anaesthetic 
Epidural tray 
Note: 
16 g epidural catheter 
1000 ml Ringer's Lactate 
I.V. tubing set 
Oxytocin 
Marcaine 
Xylocaine 
Anaesthetist 
Total 
This excludes such costs as nursing care. 
Analgesics: 
Nubain (20 mg) 
Demerol (100 mg) 
Narcan (for baby) per ampule 
19.60 
9.84 
1.70 
1.83 
.25 I ampule 
6.58 I ampule 
.80 I ampule 
150 - 200 ________ ... _______ __ 
190.60 - 240.60 
3.93 
.19 
13.94 
(Dr. Michael Hatcher, personal communication, April 4, 1994 
J. Shortt, personal communication, April 5, 1994). 
Thus, given the economics and the possible complications 
associated with epidural anaesthesia, we must ask ourselves if the 
benefits outweigh the costs. This writer feels that the costs 
outweigh the benefits in most instances and thus, the frequent use 
of epidural analgesia for pain relief during labour should be 
rationed. 
Nursing Implications and Recommendations 
The frequent use of epidural analgesia for pain relief during 
normal labour has several implications for nursing. First of all, 
,, 
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the traditional role of the nurse during labour and delivery 
(support, coaching, comfort) has become minimized while all the 
emphasis is now placed on the analgesia. In essence, many important 
aspects of the care of women in labour are being transferred from 
the nurse to the anaesthetist. It has been observed that many women 
are subtly encouraged to have epidural analgesia for pain relief. 
Nurses need to promote the importance of their role during labour 
so that they emphasize nursing intervention rather that medical 
intervention. 
Nurses should be better educated about the negative aspects of 
epidural analgesia (cost and complications) so that they do not 
encourage their use unless medically indicated. Also, since women 
commonly request epidural analgesia for pain relief during labour, 
they need to be properly educated about the potential complications 
associated with it as well as alternate methods of relieving or 
minimizing pain that are more cost effective. 
The economic aspect of this issue has an impact on nursing. 
Any money spent unwisely in the health care system impacts on all 
areas including nursing. This is becoming increasingly important 
in Canada today as health care resources are very scarce. 
Consequently, nurses must search for alternate methods of providing 
cost effective health care while still maintaining quality patient 
care. 
Furthermore, nurses should lobby physicians and impress upon 
them the importance of rationing unnecessary health care 
interventions in an attempt to control costs and spending. 
Physicians need to be educated about non-pharmacological methods 
that are less expensive and often useful in making labour pain more 
bearable. 
In summary, nurses can play an integral role in promoting the 
wise spending of health care dollars while maintaining quality care 
of women and their fetuses in labour. 
conclusion 
The frequent use of epidural analgesia during normal labour 
should be rationed based on the potential risks to mother and 
fetus, and because of the financial costs. Nurses need to become 
the forerunners in research, knowledge, and advocacy so that cost 
effective alternatives for pain relief during labour can be 
implemented to reduce these health care costs while maintaining 
high quality care. 
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Progress of midwifery report 
. ·. ". . . • . •. ' . 
. slowed due to heavy Interest 
Midwives seek new role in health care 
BY 5HMoN GRAY 
M idwifery is both a very old and a very new profession. 
A lthouah midwives historically 
manaaed both home and hospital 
births. today•a health care system 
allocales ahe responsibility for 
birth to doctors. But a new aen-
eration of hichly-lkilled midwiYeS 
.,. cle.uclinaaleaitimate place 
Ia lbe ., ... 
Lall Friday and Saturday (May 
7-1). midwives from all partl or 
CMada md II the School of~ 
for their tint national oonfereece. 
Mldwiw:s Today. Leaally speakina. 
midwives often find themselves ia 
an uncertain position - in New-
foundland. for example. nune-mid-
The orcanlziDI cemmlttee fet tiM ceaferna ll•clude4: (L-R) SlaaNII 
Raasom, Kareae Tweedle, •• ,,. ._ .. .., aed Pearl Herbert. 11M 
~was~ "J tbe Ce a' Cealedenu. efMJdwlua 
aDd tbe Ntwf_.,lend aDd IAindor Mldwlua ~doa. 
wiwa • only allowed ~ opcnle Pearl Herbert. assistant professor 
iDdependeatly in l10lated ueu. o1 nunin& and the 1993-95 co-or-
Lui year a proviKial committee dinator of the Cana~liaa Coafed-
wal llppOinled 10 examine the tole ention ol Midwiws. 
of lhe midwife in li&ht of health Ms. Herbert wu very pleased 
cue needs. and trends in other with the success of the Midwives 
pldl ol the counlry. 1bday conlaa.ce. whida toot piKe 
Ia Alberta. Manitoba. British durin& the fnt ~ Year ol 
Columbia and Ontario. leJisladon Midwives. ., lhink ~ found 
is ln place that deaianates mid- it Yalu8ble and it aly helped us to 
wives aa prilaary autonomous understand what isaoi•a oa iD all 
health care providen. Speakin& plltl oflhe coun~ry." 
ebout the situation in her prov- Midwives are also very coa-
ince. Midwife Sandra Bouina said cemed about the care of new ba-
aa iadepeaclent study had deter- bies. A study of infut feediaa 
mieed dill safety is notaa issue in practkes in the proviace showed 
pi~ 1aome bidha witb a skilled that about 42 per cen1 of .otben 
ltlePdllll Tbe next step illdlina start out breastfeediaa ialaolpi-
procedurea ia place to liceace tal but by one monda Ollly aboar 
IIIAdwhea for pnctice. i 25 per cent provide breast •ilk 
At .Memorial. the School of u the iafant's sole source of .. 
NuaiDI brouaht in a 10-month trition. and by four lftOnths tllia 
midwifery pros ram in 1981 but 1w dropped to about 15 per ceat. 
due to low enrollncntl that pro- One of the study reaearcben, 
aram hu not been offered since Karen Webber of the School of 
1986. "We would like 10 be able to 
offer thil proaram aaain but it 
needs uparadina to a bachelor of 
midwifery as a minimum." said 
'. 
· Nuraina. said younaer anotbcra 
and those with lower incomea 
were sianificanlly more likely 10 
boule feed. She said reuons pw:a 
for aoc bl'eud'eecttaa were tlaat it 
waa eabanualaa. diatMtefal or 
lbe~were.al~ 
willa iL Tbe ... ....,.. fcwdwlai•& 
fro• breut to bottle at o.e ud 
fo.r IBOtltba were tbe 801ber•s 
pen:cptioa that tbe baby was not 
lllisfted- bn:alllllilk. dYil bft [ .. 
feedia& wu too lwd « that the 
blby ... - clcina well 
The lhldy recoauaeaded tbat 
~·~-edu­
catloa proaraas Med to acan in 
achool. PfOIMd•l breMifeedina 
.... d 
ne c:oetaace iacDied 1ft· 
mi~re llaowi•a• few Newfoaad-
llad C'l ... ., , ... iJift.4aced 
by AH~ bjer Of u..· N'atioaal 
. PI I• Board. ud fll•• of tbe lo-
lenMf-ta I o.fodei.UO. of Mid-
wiWII Qwaseealield May 1993 ia 
V.C..WI'. FollowiDa ... eoafa-
eac:e,lbe •-•laeneral.eetina 
of tbe Caaadi• eo.tedenlioft of 
Midwives met fCK their aaaual 
aawnt•eaaa. 
May 12, .,. 
\ . . 
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ftc CanadfClll Perinatal 
Clfldcal Trials Network 
1a dedicated to JRIDOUDC the health 
and well-bdnC of childbearing 
women. tbdr IDfanta. and their 
famlllca throuCh excellence In 
reaearda. 
AlthouCh we know conalderably more . 
about other major ble Cftllta. a luU 
W1deratandln& of precnanc:y and 
childbirth n:ma1na duatve. One of 
Ule's greateet llllradee ranalna one or 
llf'e'a greateat myet.ertca. 
What ... ~ .. that: 
• ~out of ewq 100 beblea are 
born pranat\B'dy. If thae hgtle 
Infanta euntve. theJ aR at bJgh r1ak 
lor on-&olftl medical prablana. 1be · 
emotional coeta to the family and the 
8nandal .... tD tbe hcalthcare 
system are enormous. 
• At least 5 of ewsy 100 babies are 
born with low bll'thwdgbL Problems 
wtth JrOWth prior to bll1h are vaned 
and not completely understood. 
MOI'e n:eean:h Ia needed to dlacoYer 
what racton are raponsable for delay 
In arowth In thale babies. 
1be Jon&-tam health of both children 
and adulta Ia dLrectly aft'ected by the 
eventa aurroundlng Pft«Mncy and 
birth. Many quauona rana&n to be 
anaweftd. Reaean:h Into these 
eventa will yldd dues and aoluuona 
to ftduc:e Infant and maternal Illness 
and death. 
Hfsto'll of the CGnadfan 
.Perinatal Clfnfcal nicals 
Netwotlc 
In recent years • . Canadian 
raa.n:hera ha9C eatabllsbed . an 
· International reputation . for 
exceUence In neearc:h In the leld of 
matanal and chJid health. 1be 
raulta of many Canadian dlnleel 
etudlee ha~ been publlehed .. ·1ft 
medical Jownala of lnt&matJooal 
etandlng. The rocu. ha beeD on 
evaluaUng health care lntawntlaoa. 
prevenUon atratqka. and the 
JJIOIDOUOII of hiCh quality medical 
practice. 
In 1991. the Medk:81 Reeeatm 
Coundl of Canada fuDded .a 
worbhoptobdnCa~ 
&rouP of . raearc:bin tocdha' ·CO 
evolve a atratecr for tbe futa.n. 
de¥elopment of pertnatal dlnlcal 
reeearcb. Conaeneua waa n:acbed at 
thlll workshop that a n:eean:h 
network wu needed to promote and 
atralgthen work In this Reid. 
The Canadian Pa1natal C1tNc:al . 
T1tala Network wu founded II\ 
September. 1992 to aruc:ulate the 
..,.. and aapport the d'orta oltbme 
racarchen and facUltate the 
development of new · n:eeareb 
lnltJatlvea. 
A newaletta" has been estabbahed to 
facilitate communlcauon and 
promote collaboration amon1 
reaearchers. 
-
9 
WJao Makes up the 
NefiDollc? 
1be Networtt .. .-de up ol owu low' 
buodred bc:altb «:8ft paok 1 Jtooala 
· WarbiC In tJDt;ra.mea., tacbtnC and 
COIIlDWDity : boeptaJa. rqtonal 
pa1natal caft p.--. IDdu8try 
.. ad covua•M"C - .. ftCIIaN ol 
Cauda · 
1be epedaltttea wblcb an: 
repruentlld ID thla ~ IDdude: 
• Ptdkdlb/Neol•io~o~ow 
-·~1~ 
• ltwJ-Jit••· 
.,__, 
·~ ·~ 
• . a..adbCrll\ M• """"' ·~ · 
• Phannacu 
• lf«JJfh AdlntNsCnltbt 
• CcJmmunll&l Healllt 
• Health lblcll 
• Heallh Plaluwss 
• Sodal Worfc 
• Oeneacs 
-~ ~ 
4 
I 
• 
• 
- ------·--~--- ---------------------------------
Of.tJectiD• 41 Ute Calladfan 
.PWrlnatal Clfnfccal rrfals 
"-tiUorfc 
• tojN4DCIUtMbaldt....Swell-
• 
• 
• 
• 
bemC fll dalldb .... ........ 
tbdrDt ..... DdtJadr 
...,.b 1:1 tbrouCb CM'CfuiiJ 
aaaduded raeuda 
................ , ..... 
.... ........ 
toa.uretW.bf......-c 
n•e•da ..... -..dll*al 
pndiCe,.- EDIUIJCMN'M 
f-mlte. • p1111-.a. aa beNit 
rro. U..lallowledCC JCIIenled 
tbrouCb neearc:b 
PutdftiJ Ute N.auortc to 
. Work: 
• WorldnC to 1na'eue Kal8 
to.....c:blundefor 
pa1nata1n1eaacbtn .aosa 
Canada 
• 
• 
HoldlnC .......... to 
&ddr e I I 8p8Ciftc n.eaft:b 
. ...... 
EatabiiMJnC and promoUng 
CUI1IIIIUIIICad between 
lndMduaiiiD cb&rcnt parte 
of Canada wlh ...,.., 
raearc:b lntaata 
0 
HOW CAN YOU llltLP? • 
ta ordlr 10 CDn'1l out our......,. 11» 
,..,.,... ~ In ~dl • 
~herdrllc::c.wwearw 
~ opeatam ./Uttlk U JIGU 
a1v:ate our aJIMitlmlnl. please 
CORitW a c:tonOaon. nw Olnadbl • 
Perflaatol QlnbJl ntals ~
needs .funrb to CDnllnue .. wen. 
Your aJNrfbuaan LOCI haue an tr.-:t 
on ttw .fulule heGith qf Canar:alln 
~ thdr lliiWboma. ... .,.. 
./tr'W 
u uou ...,_ *' beoonw Cl .....,.. qf 
tlw NcCworfc and lo ,.,.. Clw 
........... please etdDN ,. .25 
~jee~and 
,...,. ..ua lite oomplded.fonlt on lite 
Jodttll Pflll& PtnoM a.uhoarwacauetu 
......... ,.,.. ...... c:~na~ ..... dt 
aM cub!d to frwHMttr .,.... ._., 
Chefr,.,.taea~dl ....... cnf-., 
dltrrbll ,... .. uNdl .., .. 
~
·-----·1 ......... . 
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.... HI I - I' 0 C Lilt lrf " J 
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THE ALLIANCE OF NURSE-MIDWIVES, MATERNITY AND NEONATAL NURSES 
Ol NEWFOUNDLAND AND LABRADOR 
Name: 
(Print) 
APPLICATION FOR MEMBERSHIP 
1994 
(Surname) 
Nursing Qualifications: 
Full Address: 
Postal code: 
Telephone No. Fax No. 
Work Address: 
Nursing area where working: 
Retired: Student: 
Unemployed: 
(First Name) 
I wish to be a member of the Alliance and I enclose a cheque for 
$ _______ . (Cheques made payable to the Alliance) 
Membership for midwives is $20.00 (as this includes the Canadian 
Confederation of Midwives membership fee of $5.00 a midwife which 
the Alliance has to pay). 
Membership for those who are not midwives is $15.00. 
Signed: Date: 
Return to: Clare Bessell, (The Alliance Treasurer), 
37 Smith Avenue, st. John's, Newfoundland AlC 5E8 
::.;< 
